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FOREWORD 


The editors of the Buttetin felt that no more appropriate method 
for honoring Professor Freud on his eighty-first birthday was so imme- 
diately available to them as the preparation and dedication of a special 
number of our BuLLETIN to him. 

We give ourselves high credit, indeed, in believing that his spirit 
pervades the place where this Buttetin is edited and inspires all of us 
to strive toward the patience and objectivity in which he has set us so 
great an example. 

We are happy that in America psychoanalysis has been accorded a 
more kindly reception, both in scientific circles and among the intelli- 
gent laity, than in the continent of its origin. We know how justified 
were Professor Freud’s original misgivings in regard to American 
enthusiasms but we believe that the scientific seriousness and devotion 
with which his theories have been considered and even extended and 
developed by American psychiatrists must be a very pleasant disap- 
pointment to him, the more so after the years of ridicule and neglect 
by the scientific professions of European countries. Here the Freudian 
principles have been accorded a respectful hearing by the entire medical 
profession and a wholehearted acceptance by more than a few, while 
most American psychiatrists now accept psychoanalysis in principle 
if not in practice. Psychoanalysis in the United States has always 
identified itself with medicine and the medical profession and, having 
been itself strengthened by medical tolerance and recognition, is now 
in a sufficiently well entrenched position to contribute new concepts 
and techniques to medical science at large. 

One reason for the warmth with which psychoanalysis was received 
in this country was the vital and humanistic character of American 
psychiatry which had long put emphasis upon the necessity for the 
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consideration and treatment of the individual as a whole rather than 
partially or symptomatically or by institutionalization. This unique 
quality of American psychiatry is the reflection of some of its great 
leaders—Ernest Southard, Smith Ely Jelliffe, A. A. Brill, William 
Alanson White, Adolf Meyer, Macfie Campbell and others, some of 
whom, particularly Brill, Jelliffe and White, early recognized the great- 
ness of Freud and did not hesitate to throw the weight of their prestige 
and influence into the furtherance of psychoanalysis long before it was 
so universally acclaimed. 

These leaders all lived along the eastern seaboard, however. Psy- 
chiatry, and with it psychoanalysis, has been slower in penetrating 
the middle west and far west. Within the past five years, however, 
several centers have sprung up in the West. The Psychoanalytic 
Institute in Chicago is the parent organization although some indi- 
vidual psychoanalysts had long preceded it; it has already accomplished 
outstanding research work in the field of psychoanalysis and medicine 
under the direction of Dr. Franz Alexander. On the West coast, Dr. 
Ernst Simmel, of Los Angeles, author of that celebrated first trial of 
psychoanalysis in a sanitarium, has gathered around him a growing 
group of disciples to whom he is imparting not only the letter but the 
spirit of his great teacher, Professor Freud. It is a pleasure to us to be 
able to include a short message from Doctor Simmel in this issue. In 
our own Clinic at Topeka psychoanalysis is applied in method and in 
principle to in-patients and out-patients, to children and to adults; 
the clinical aspects of some of these applications are presented in the 
articles to follow. These three western groups, although widely 
separated geographically, are closely affiliated and interrelated. 

We feel that the principles of psychoanalysis which Freud discovered 
will find greater and greater usefulness and wider application in the 
treatment of human suffering and unhappiness. We realize it would be 
presumptuous for us to assure Professor Freud of this fact, but perhaps 
the knowledge that increasing numbers of us are now patiently work- 
ing in that direction will give him some pleasure as he surveys the 
vista of years that lie between his original discovery and his eighty- 
first birthday and that greater expanse of unborn years that lie beyond 
his eighty-first birthday. 

It is the earnest hope of the editors of this Buttetin that he will 
find some small pleasure or satisfaction in it. They hope, too, that his 
health and strength will remain equal to the many tasks he has set for 


himself, to the continued inspiration of us all. 
Tue Epirors. 
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THE PSYCHOANALYTIC SANITARIUM AND THE 
PSYCHOANALYTIC MOVEMENT * 


By Ernst Simmet, M.D. 
Los Angeles, California 


This number of the MeNNniNGER BuLtetin is prepared in honor of 
Professor Freud. It is more than a collection of papers on various 
aspects of psychoanalysis. It will give to the creator of psycho- 
analysis, who is now at the beginning of the ninth decade of his life, 
an account of the organized and collective work of a group of psycho- 
analytic physicians in a distinct, but, until now, new field of endeavor 
—that of the application of the psychoanalytic method to the treat- 
ment of patients who require hospital care. The Menninger Sani- 
tarium has realized in its work the prediction of Freud made in his 
lectures on the Introduction to Psychoanalysis twenty years ago. At 
that time Freud was of the opinion that in the future psychoanalysis 
could be used as a treatment method in hospitals, but thought it would 
probably be necessary to modify the technique. Freud mentioned 
especially the narcissistic neuroses, which were at that time not con- 
sidered amenable to treatment, and declared that the psychoanalytic 
treatment of such cases in a hospital would be possible only as a result 
of new knowledge concerning ego psychology. 

Today we possess a considerable amount of definite knowledge 
about the unconscious dynamics of the ego. This extension of our 


* While Doctor Simmel was still in Berlin, Dr. William Menninger visited him there 
and discussed the development of the sanitarium care of psychoanalytic patients. When 
a few years later Doctor Simmel came to this counjry we were very eager to have him 
visit us and to have the benefit of his suggestions in regard to the various problems which 
we had met in continuing his pioneer work. Later our hopes were fulfilled. 

When it was decided to bring out this special number of the Bulletin in honor of 
Professor Freud's cighty-first birthday we naturally thought first of Doctor Simmel whose 
long personal association with Freud and whose helpful interest in our institution made 
him the logical one to write the leading article. We suggested to Doctor Simmel that 
he write in some personal detail regarding Freud and the institution at Tegel with inci- 
dents taken from his memory of Freud's stay there. Doctor Simmel chose rather to 
write more generally in regard to the extension of psychoanalysis to hospitalization. 

Tue Eprrors. 
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knowledge has encouraged us to apply psychoanalysis to the treatment 
of hospitalized patients. In this field the physician not only trears 
the patient, but at the same time takes the entire responsibility for 
him. In order to be able to do so he must watch the changes which 
upset the ego of his patient during the course of treatment, that is, 
the ego in its dependence on external objective reality in connection 
with the changes in psychic reality. Patients who need psycho- 
therapeutic hospitalization are always persons who have either com- 
pletely or partially lost their orientation to external reality under 
the influence of unconscious instinctual needs. These are the para- 
phrenics, and the narcissistic neurotics, among whom I also include 
the addicts; there are also the persons with character defects, including 
the criminals; there are the perverts who come into unresolvable con- 
flict with society under the compulsion of their sexual impulses; and 
finally there are the physically ill persons in whom organic illnesses 
represent the introversion of external conflicts, by the re-direction of 
libidinous and aggressive tendencies from the external motor system 
to “inner motility.” 

Ten years ago I founded a psychoanalytic sanitarium in Berlin-Tegel. 
At that time I wrote a paper, published in the ‘‘Internationale Zeit- 
schrift Fir Psychoanalyse,’’ giving my impressions of the laws gov- 
erning the course of psychoanalytic treatment in a sanitarium. I ended 
the paper with these words: ‘‘I hope that from these beginnings a 
systematic clinical psychotherapy may grow. This should give us 
an opportunity to use to a greater extent than is possible now the 
precious instrument which Freud has put into our hands for the benefit 
of those very ill persons who at present are condemned to a living 
death.”’ 

The German psychoanalytic sanitarium existed only four and one- 
half years. Its work was greatly hampered during the whole time 
of its existence by the progressive political destruction of Germany. 
Financial needs and worry about the adjustment of the sanitarium to 
external economic reality often made it difficult for us to take care of 
the intramural psychic economy of our patients. In the fall of 1931 
it became a painful necessity for me finally to close this institution 
which was under the patronage of Professor Freud. From the first 
Freud had approved the plan for the foundation of such a psycho- 
analytic hospital. He was very much interested in its development 
and he had helped us with his own resources in a very generous way. 
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Thus psychoanalytic treatment in a hospital was never more than 
begun, as a matter of fact. For that reason, I was deeply touched when 
I discovered during a visit to the Menninger Clinic in Topeka a year 
ago that here was a psychoanalytic sanitarium working according to 
the principle which I had tried to realize during my own work at 
Tegel. I saw there what I had aspired to develop—a true, systematic, 
clinical psychotherapy on a psychoanalytic basis,—yes, more than 
that, I saw realized what I had always considered the crowning 
achievement of a psychoanalytic clinic—a special department for 
maladjusted children. I saw fulfilled in Topeka that principle which 
I had felt was indispensable in a psychoanalytic sanitarium—namely, 
a very close working codperation between the physicians and the en- 
tire personnel of nurses and therapists. I was present at the daily 
staff meetings in Topeka, the scientific level of which was equal to 
that of the seminars in our leading psychoanalytic institutes, with 
this difference, that behind every report, behind every case presenta- 
tion, behind every discussion, there was the practical purpose of help- 
ing a particular patient, a patient who, in all the changing manifesta- 
tions of his clinical picture, was personally known to every member 
of the staff. I think it would have been a particular satisfaction to 
Freud to see and to hear how the practicing psychoanalyst, the in- 
ternist, the neurologist, even the bacteriologist and the pathological 
anatomist discussed together the libidinous structure of the cases and 
tried to understand them in connection with the problems of anxiety 
and guilt, of Eros and Destruction. 

In the children’s school, there is a special staff of physicians and 
child psychologists. At its head is the seventy-four year old Dr. C. 
F. Menninger, the serious, benign father that those children need 
who have been frustrated in their first strivings for love and under- 
standing. It is significant of the conscientious spirit which pervades 
the institution that Doctor Menninger discussed with me whether he 
himself, at seventy-four, ought not to undergo a didactic analysis in 
order to be better trained for his task. 

Since I have seen the Menninger Clinic I have become completely 
reconciled to the fact that the Berlin Clinic no longer exists. I am 
convinced that the brothers Menninger, in codperation with their 
father and their colleagues, will realize more fully than I could possibly 
have done in Germany the conception of a complete psychoanalytic 
Sanitarium. As I look at the publications of the clinical staff members 
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and at the records and case histories which represent the total experi- 
ence of the Menningers in psychoanalytic hospital treatment, I am 
amazed, not only at the far-reaching knowledge of interpersonal, 
emotional and intellectual reactions, but more than that, at the typi- 
cally American ability to record and to group all these reactions and 
to standardize them in such a way that even the behavior of the 
nurses may be guided accordingly. I cannot better describe the order 
sheets and the interpretative guides to these sheets, which regulate 
the behavior and the attitude of all active members of the therapeutic 
and nursing staff toward the patient, than by using the expression 
“applied metapsychology.’’ After a careful study of the psycho- 
analytic situation and other changing needs of the sick personality, 
the psychic economy of the patient is then regulated by these order 
sheets. Eros and Destruction are the powers to be encouraged or 
discouraged in the individual patient. The whole attitude of the 
hospital toward the patient is oriented accordingly. The staff mem- 
bers who direct this work report on it in this number of the Bulletin. 

It was a pleasure and a satisfaction to me that Karl Menninger 
invited me as the only outsider—as he wrote—to contribute to this 
anniversary number dedicated to Professor Freud. That was his way 
of convincing me that he did not think of me as an outsider but as a 
co-worker, inasmuch as we are both imbued with the same idea and 
are working for its realization in accordance with the possibilities at 
our disposal. 

Actually, however, except‘for this recognition, the opportunity to 
devote myself to psychoanalytic hospital treatment is, at least for 
the time being, a thing of the past. I was first impressed with the 
necessity for a psychoanalytic hospital as early as twenty years ago. 
During the World War I applied psychoanalytic psychotherapy in a 
special military hospital for war neurotics. At that time I was struck 
by the strength of the destructive tendencies in human beings which 
had caused not only the terrible devastation on the European continent 
but also such enormous devastation in the soul of the human being. 
The libidinous structure of the psyche was, so to speak, broken down 
under the storm of destruction which had burst through the barriers 
of consciousness because of changes wrought in moral standards in wat 
time. At that time I described the neuroses of my patients as the last 
line of defense against ‘‘mental and physical incoherence,"’ that is, 4 
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defense against mental or physical disintegration, against psychosis or 
physical illness. As a matter of necessity, I introduced again ‘‘cathar- 
tic hypnosis,’’ especially for the release of the inhibited, destructive, 
murderous instinct tendencies. I found through experience that 
human beings could be changed by this method, and that they became 
amenable to the essential therapy, that is, to the transference, after 
they had been allowed to murder in fantasy specific persons whose 
existence was unbearable to them. I received the impression that the 
quantity of aggressive destruction is decisive in determining how far 
an individual can remain healthy; that is, how far he can remain ca- 
pable of acting under the guidance of his Eros. Of course at that time 
I did not have the advantage of the orientation which we have today 
as a result of Freud's conception of Eros and the death instinct and 
their fusion and de-fusion. After the war I could not rid myself of 
the impression I had received of the tremendous inner force which 
compels human beings to destroy themselves or others. This was the 
most important consideration which led me to plan a psychoanalytic 
hospital. 

It is only natural that with such ideas I should feel related in thought 
to the present Menninger Clinic. At the time I conceived the idea of 
a hospital, my aim was to isolate patients from their milieu, contrary 
to the custom then followed in the treatment of the average case of 
transference neurosis. The milieu of such patients, because of the 
influence of their unconscious upon that of those about them—and 
vice versa—always represents a battlefield. For this reason, such sick 
people should be placed upon a ‘‘psychic diet,’’ that is, they should 
be furnished protection against internal and external stimuli. With 
our metapsychological knowledge of the structure of the ego, we 
should have the means at our command of regulating the reality of 
the patient until we feel justified in asking the patient to do it him- 
self. The economic principle in the psychic dynamics of our patients 
must be given much consideration, and that in proportion with the 
progress of the psychoanalytic cure. 

May I now be permitted to mention a few principles which were of 
assistance to me in carrying out these ideas? The life of every patient, 
before entering the sanitarium, had always been dominated by an 
irrational, far-reaching net-work of transferences. Our endeavor at 
Tegel was the following: Through a regulation of the behavior of 
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the patient’s environment within the Sanatorium to restrict concen. 
trically the field of transferences, namely, to the relation between the 
analysant and the analyst. Difficulties arose through the ambivaleng 
of those patients who tried to conceal their ambivalence by transferring 
their love and their hate, separately, to the different persons in the 
hospital. It was often very difficult to solve the problem of the in- 
fluence of patients who, activated by unconscious motives, tried to 
disturb the treatment of fellow patients. Therefore, it became neces- 
sary to furnish an outlet in a socially acceptable direction for such 
destructive tendencies through corresponding occupational therapy, 
The Menninger Sanitarium has now developed this type of therapy 
in a model manner. Of practical importance was the recognition that 
the patient often makes a super-ego transference to the chief-of-staff 
before making a corresponding transference to the psychoanalyst who 
actually treats him. This complicated the psychoanalytic situation 
but at the same time it made possible some distinct psychotherapeutic 
measures. Sometimes it was possible to give relief to the unbearable 
feeling of guilt which in some patients frustrated the beginning of 
treatment and in other cases oftentimes resulted in a ‘‘negative thera- 
peutic reaction.” 

Once I was successful in rousing a young schizophrenic patient from 
a severe catatonic stupor in the following way: By various means | 
surmised that the catatonic stupor of this patient represented her 
conscious fear of impulses to murder her mother and the desire for 
legal punishment. I talked with this patient and promised her that 
I would see to it that she would receive a court sentence if she deserved 
such punishment. Immediately thereafter, the patient became co- 
operative and talkative. It was possible for her to begin regular 
psychoanalytic treatment with one of my colleagues, a woman, who 
succeeded in curing her completely. 

Another patient’s strong tendencies toward self-destruction disap- 
peared after I had gratified her need for punishment by isolating her in 
a room with iron bars. During that time, this patient produced a 
dream which was a substitute for a repressed action, namely, the 
murder of her new born brother when she was three years old. She 
was no longer afraid to recall this gruesome act of hers because her 
super-ego was appeased by her incarceration. Later on this recollection 
was established as a fact by questioning her family. 
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I recognized the value of psychoanalytic hospital treatment along 
the same lines now followed in the Menninger Sanitarium—not only 
because it enables us temporarily to neutralize the demands of a path- 
ological super-ego, but also to satisfy the demands of Eros by giving 
“transference presents’ in small doses. I refer here only to those 
neurotics who have to sacrifice a conscious pleasure gain in order to 
make the psychoanalytic treatment a success; these are the addicts and 
the perverts. In an addict, a change in their narcissistic character is 
essential. And this is only possible if the patient receives some com- 
pensation through the transference. For me, this phenomenon was 
confirmed by the following fact: When an addict, completely ab- 
stinent, achieved a strongly positive transference, he exhibited a state 
of elation similar to that previously induced only by drugs. And 
later, when it was necessary to introduce transference disappointment, 
the patient suffered the same physical tortures of abstinence that we 
had previously encountered only as a consequence of the usual with- 
drawal of the drug. 

This phenomenon demonstrated vividly the interrelation of uncon- 
scious psychic and somatic processes. That brings me to another very 
important task of the psychoanalytic hospital—its teaching function. 
Only in a hospital can the coming and going of symptoms and sym- 
bolic actions during psychoanalytic treatment be demonstrated to 
students. I remember that I was able to direct the attention of my 
co-workers to the visible effect of the introjective object relationship 
of addicts. These patients when abstinent and in a certain stage of 
transference, revealed what I called ‘‘identification addiction.’’ For 
example, an alcoholic tried to take over the function of his psycho- 
analyst in the sanitarium. When that was impossible, the meaning 
of his introjective transference became apparent. He began to play 
the rdle of a mother. At nights he took a cat into his room and fed it 
milk at regular intervals. Therewith he demonstrated to me one very 
important unconscious motive for his addiction. The addict has no 
capacity for object love because the object is replaced, for example, 
by drink itself. Only by the introjection of drink can the addict 
become the person he wants to love. That, in the last analysis, is his 
mother. 

The addict suffers from a regression within the ego, in which the 
relation between super-ego and ego represents an internalization of 
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the introjected object relation. The mother, a seductive and at the 
same time an easily seduced woman, is the kernel of the addict's super- 
ego. This fact explains the compulsion of the addict to gain relief 
from the tension between the ego and super-ego by introjective meas- 
ures. The same patient referred to above demonstrated this clearly 
when he went from a completely sober state to one of extreme elation 
merely because I gave him permission to take a drink. I, the patient's 
super-ego, as it were, offered his ego myself in the form of a drink, 
thereby allowing his ego to consume his super-ego and thus bring 
about a happy unification. This behavior of the patient was visible 
proof of Freud’s discovery about the nature of the manic attack—"‘‘the 
triumphal feast of the ego,’’—when the super-ego gives way to the 
temptation proffered by the ego. 

After all, the work in the Clinic at Tegel was not in vain. It gave 
me and my colleagues new insight, and, according to Freud's formula- 
tion, new insight is identical with progress in technique. For me, 
personally, the German psychoanalytic sanitarium had a special sig- 
nificance and value. It enriched me by bringing me into personal 
contact with Professor Freud. That alone is an experience which 
will always make me cherish my recollections of the Clinic at Tegel. 

Professor Freud spent two or three months every year in the Sani- 
tarium at Tegel during the last three years of its existence. I am 
honest enough to confess that it was not the psychoanalytic sanitarium 
that had such a magnetic attraction for Professor Freud but rather the 
fact that it offered him solitude in a retreat of great natural beauty. 
At that time Professor Freud had recovered from his illness, but had 
to spend some time every year in Berlin for follow-up treatments. 
For that reason, he needed a place in the city where he could live in 
retirement in order to preserve his health and to continue his work. 
Freud accepted my invitation. It seems strange that I thought the 
Professor might find rest among twenty-five or thirty neurotics, four 
psychoanalysts and a number of psychoanalytically interested nurses 
and the other personnel; but my supposition was correct. The analy- 
tically trained people had such a high regard and admiration for the 
Professor that they respected absolutely his wish to be left alone. 
The neurotics had such veneration for the genius who discovered 
their unconscious that they followed him with curiosity, but only in 
their thoughts. They studiously avoided all personal contact, be- 
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cause they stood in awe of him. In the narcissistic wish fantasies of 
some patients, of course, appeared the surmise that Freud, who surely 
must know all the patients, occupied himself on his strolls through 
the park with a contemplation of their particular case. 

In this connection I feel tempted to let my memories play about 
Freud's traits of character which I have had the opportunity to ob- 
serve. It is his broad humanity that makes him so lovable, and that 
underlies the structure of his gigantic life work. But I know that to 
discuss Freud's personal traits would not be in keeping with the 
character of the man who has always submerged his personality in 
his work. 

For those of us who work in the field of psychoanalytic hospital 
treatment it is indeed important to know what Freud thought about 
this application of psychoanalytic therapy. He had not only spoken 
to me about it quite often but he had shown his attitude by his actions. 
At the time the sanitarium became financially embarrassed, he himself 
headed the movement to save it. In a personal letter—an appeal 
signed by himself—Freud called on all of those interested in the further 
development of psychoanalysis to help the institution. In the appeal, 
which was mailed all over the world, the essential character of a 
pyschoanalytic hospital was outlined. Special emphasis was laid on 
the indications for hospital treatment, not only from the scientific and 
theoretical points of view but also from the practical and social stand- 
points. Professor Freud himself was the first to offer a considerable 
sum, as an annual contribution, toward the support of the hospital. 
He hoped that the psychoanalytic hospital would be not only a place 
to treat ill persons but also an institute of research, and that it would 
make an important contribution as a training center. 

Once he said that he believed a training period in such an institu- 
tion as the Tegel Sanitarium should be obligatory for all psycho- 
analytic candidates. For in the psychoanalytic hospital the candidate 
would have the opportunity not only to be trained theoretically or 
practically, by the indirect method of control analysis, but also to 
observe his patients, as well as those of other psychoanalysts, in every 
phase of their illness. He would study the patients’ daily behavior 
and would learn from the staff meetings why and for what unconscious 
reasons the patients showed certain changes and reactions during the 
process of the psychoanalytic cure. Freud believed it advantageous 
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that the psychoanalytic candidate should not only occupy himself 
for a definite period as a therapist, but should also spend some time a 
an attendant in a psychoanalytic sanitarium. 

At the close of my paper I should like to mention an historical event 
at which I was present. This event is of two-fold significance; it 
concerns the attitude of official Prussia (Germany) towards Freud and 
towards psychoanalysis and it also indicates Freud's attitude toward 
endocrinology in relation to psychoanalysis. 

The Prussian minister of art, science, and education (Kultus minis- 
ter), the late Professor Becker, had learned of Freud’s presence in my 
sanitarium in Berlin-Tegel. He expressed the wish to pay him his 
personal respects. After making an appointment he appeared one day 
accompanied by officials of the most important departments of his 
ministry. 

The Kultus minister greeted Professor Freud with the following 
words: ‘‘I feel myself honored, Herr Professor, to be .able to con- 
gratulate you personally on the great work you have done for man- 
kind.” 

Following this there was a discussion between the minister, his 
companions, Freud, and the staff of the sanitarium about the future 
development of psychoanalysis. It was no accident that in that 
institution, where we had emphasized the application of psychoanaly- 
tic methods to organic disease, the discussion turned to this topic. 
Freud said, ‘It is imperative that we have such institutions as this 
sanitarium in Tegel. It is difficult to support this work by private 
means alone, and its future depends upon whether you, for instance, 
Herr Minister, will help us support such work. In hospitals like 
this, the codperation of psychoanalysts and other clinicians will make 
it possible to study the relationship between psychic and somatic 
processes. Through the collaboration of psychoanalysts, I look for- 
ward to an important contribution to endocrinology. It is possible 
that the endocrinologists may find out more and more what psychic 
changes may occur as a consequence of changes in the hormonic tone. 
I, therefore, believe it possible that endocrinologists may, after they 
have gained more knowledge and technique, succeed in producing 
direct psychic changes.”’ 

And then Freud added, smiling, ‘Even then the psychoanalyst will 
probably not be superfluous. On the basis of his knowledge of proc- 
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ses within the unconscious he will probably be able to give the 
es . . 
endocrinologist suggestions for hormontherapeutic measures. 


ive of the German government honored 
he year 1930 a representative o : 
Prey with an official visit. With that gesture he honored 
"i the present government party in Germany has mer 
burned Freud’s works, their historical mission remains untouched. 
Freud personally, could not have felt this as an insult. For no o" 
ould have a better understanding than he of the workings of the — 
pe even in the collective soul, as manifested for example in the 
ical politics of a nation. 
"Guanes of the death instinct becomes a problem for psycho- 
analytic mental hygiene. My military hospital and my pose 
i inni d a tentative attempt. e Men- 
in Berlin-Tegel were a beginning and a 
jaan Clinic is hard at work, systematically and successfully plough 
ing new fields in clinical psychotherapy. May others follow. 

















A VISIT WITH FREUD 
By Rosert P. Knicuat, M.D. 


During ten years of interest in psychoanalysis I had cherished the 
ambition some day to visit Freud in Vienna, but the ambition had 
always been tempered by the realization that I probably could never 
achieve it. However, through a combination of fortunate circum- 
stances, I was able to gain an audience with him last summer when | 
was in Europe to attend the Fourteenth Congress of the International 
Psychoanalytic Association in Marienbad, Czechoslovakia. I shall 
relate the incidents leading to the visit to explain why I was so for- 
tunate as to be received by the illustrious father of psychoanalysis. 

I had been told by several close acquaintances of Freud in America 
that it was practically impossible to see him since his advanced age 
(he was 80 in May, 1936) had forced him to adopt the policy of seeing 
only old friends. One of these old friends, Dr. Ernst Simmel, formerly 
of Berlin, now in Los Angeles, had offered to write a letter for me. 
Dr. Simmel had visited the Menninger Clinic some months before and 
had been pleased to find our work so similar to that of his Tegel Clinic 
in Berlin, in which Freud also had been interested. I learned later that 
it was due to Dr. Simmel’s account of the Menninger Clinic that my 
request for pe:mission to pay a visit was granted by Freud. I had also 
been advised to write a letter from London to Freud's daughter, Anna 
Freud, who in addition to assisting her father has achieved a high place 
in psychoanalysis through her own work. I did so and requested her 
to write me in Paris. However, I had to leave Paris before her reply 
arrived, and when I finally reached Vienna I was quite in the dark as 
to the prospect of my being able to arrange a visit. 

On Saturday, August 1st, I called on Professor Dr. Marburg, the 
noted neurologist, under whose tutelage so many American neurolo- 
gists have studied in Vienna, to convey greetings from Dr. N. L. 
Blitzsten of Chicago. In the course of the conversation I asked him 
if he were friendly with Freud. ‘‘Oh, yes,’’ he said, ‘‘I spoke about 
his contributions to neurology at the celebration in Vienna of his 
eightieth birthday.’’ I told him about my apparently frustrated plans 
to call on Freud, and asked him to suggest how I might proceed. 
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“But Freud sees no one,’’ he told me. ‘‘And now, especially, he is ill. 
Last week he had another minor operation on his throat. I am sure 
it is impossible to see him, but I will telephone him if you wish.’ I 
seized upon this offer, and he went into the next room to telephone. 
In a few moments he returned. ‘‘He will see you,’’ he exclaimed. 
“Tomorrow at eleven o’clock.’’ And so through Dr. Simmel and 
Dr. Marburg the visit was arranged. 

That afternoon, I went out to the Vienna Psychoanalytic Institute 
on the Berggasse, a street made famous by the fact that Freud's office 
has been there for so many years. While arranging my registration 
fee for the Congress, I saw some new photographs of Freud, taken a 
few months before, and purchased three. Later I conceived the idea 
of asking Freud to autograph them. 

It was about a twenty minute taxi ride from the Grand Hotel in 
Vienna to Freud's summer residence in Grinsing, a suburb of Vienna. 
As I alighted from the cab that Sunday morning, I looked up at the 
house and saw him standing at the window, his hands in his back 
pockets. He turned from the window as I rang the bell at the wall 
gate. As I entered, the housekeeper appeared in the yard, and, evi- 
dently perceiving me to be an American who would know no German, 
silently motioned me to accompany her to the entrance. I was ushered 
into a large room which seemed to serve as living room and office for 
the professor during the summer, when he closes his office in the 
Berggasse. 

Freud is a slightly built, somewhat stooped man of about five feet 
seven or eight inches. His hair and beard are white, but his skin is 
unwrinkled, his gait is unfaltering, his expression is alert, and his 
faculties are unimpaired: In spite of his advanced years, he has four 
hours of appointments daily, and is still an active contributor to psy- 
choanalytic literature. He greeted me cordially in English. In a 
husky voice, the words spoken with obvious effort, he excused himself 
for his difficulty in speaking and explained that he had had a minor 
throat operation a few days before. He then asked me what he could 
doforme. Itold him that I had long wished to pay him a visit, and 
that I was pleased to have the privilege granted. I said that I only 
wished to chat with him briefly and did not want to impose upon him. 
He spoke perfect English, and we conversed for some minutes. He 
expressed interest in our work at the Menninger Clinic and asked about 
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Dr. Karl Menninger, who had visited him at the time of the Congress 
in Lucerne, in 1934. He told me that Anna Freud had written giving 
me an appointment at 4 o'clock the preceding Thursday, and thai they 
had expected me then, having had no word until Dr. Marburg called, 
I explained about my not having received her letter, and expressed my 
regret at not being able to see her before she left for the Congress, 

He asked me if I had seen his Chow dogs, of which he is very fond, 
I replied that I had seen one of them running about the grounds as | 
entered. He wished to show me the grounds, and as we walked to the 
door opening onto the stone porch he exclaimed, ‘‘My, but you're a 
big fellow,’’ and crouched down roguishly to accentuate the disparity 
of almost a foot in our statures. He was very proud of the grounds, 
which covered some ten acres enclosed by a wall. When we had re- 
turned to the house and had seated ourselves, he asked me what | 
had brought in the package. Feeling rather foolish, since I am not 
an autograph seeker and do not know the proper approach, I un- 
wrapped the photographs, explaining that I had purchased them at the 
Institute and that I hoped he would sign them for me. To my surprise, 
he demurred. He did not see how his signing them would make any 
difference. I told him that I wished to keep one and give two away 
to analytic colleagues who would prize the photographs much more if 
they were autographed. 

“I will sign yours,’” he said, *‘but why should I sign two for persons 
whom I do not know?”’ - But I persisted, telling him that he did know 
both of the analysts I had in mind, and I told him who they were. 
Still a little reluctant to comply with such an American request, he 
took his pen and began signing the pictures wich a firm hand. “‘This 
is what you Americans call ‘large scale production,’ is it not?’’ he 
remarked, smiling. 

I spoke about an article I had seen in a French newspaper by a French 
woman journalist telling of her posing as a neurotic patient with a dog 
phobia in order to get an interview with him. He took from his desk 
a letter in French from the Parisian psychiatrist who had referred her, 
and showed it tome. ‘‘If you,’’ he said, ‘‘should come to me telling 
me you were Mr. Jones and wished help from me, I should accept you 
in good faith,—especially if a physician whom I knew had written me 
about you.”’ I remarked that it was regrettable that such impositions 
should occur. ‘‘It was nothing,’ he said, with a gesture which seemed 
to say that a man learns to accept all things philosophically. 
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He showed me his collection of objets dart which were —_ 
his desk and some shelves and tables in the room. ese 

ee small Egyptian figurines and other treasured objects, 
poe os many years. He handled them lovingly and spoke about 
sr ademas th detail. Being entirely ignorant regarding such 
aes pon in expressed interest, but apparently unconvinc- 
aly, fe he remarked ‘‘You do not have much appreciation for such 

toe 3 nfessed my ignorance. a 
— ™ aa Prine visit ph geen minutes, ee me 
cordially. ‘“When next you come to Vienna,’ he said, “‘if I still exist, 
I hope you will come to see me again. 











PSYCHOANALYTIC INTERPRETATIONS GF PATIENTS’ REAC- 
TIONS IN OCCUPATIONAL THERAPY, RECREATIONAL 
THERAPY, AND PHYSIOTHERAPY 


By Witi1am C. Mennincer, M.D. 


On the basis of a psychoanalytic understanding of the dynamics 
of mental disorders we have attempted for some years to prescribe a 
plan of hospital management and therapy to meet the unconscious 
emotional needs of the individual patient. 

To apply psychoanalytic principles to the hospital treatment of 
patients with psychoses or neuroses requires certain prerequisites out- 
lined in a previous paper' which are summarized here for clarity. 
First, the medical director (if not the other physicians) must have had 
psychoanalytic training and experience, and each psychiatrist in charge 
of the treatment of any individual must have sufficient knowledge of 
psychoanalytic theory to cooperate in carrying out such a program. 
Second, the hospital staff of physicians, nurses, and therapists must be 
sufficiently large to carry out a highly individualized program for each 
patient. Third, these nurses and therapists must have had special 
training in psychoanalytic psychiatry.” It is essential that the mem- 
bers of all therapeutic departments, namely, the supervisors and their 
nurses, the occupational therapists, the recreational therapists, and 
physiotherapists, understand the theory of the erotic and aggressive 
drives and the production of symptoms through the individual's 
mismanagement of these drives. The success of the entire therapeutic 
program rests largely upon the intelligence and efficiency of this group 
who must not only execute the program outlined by the psychiatrist, 
but also accurately observe and report the success or failure of the plan 
to permit further modifications. Fourth, the anamnestic and exam- 
inational studies of each patient must be directed towards furnishing a 
basis for interpretation of his verbal expressions and behavior, and an 
understanding of his unconscious emotional needs. Fifth, the physi- 
cian must prescribe and supervise a program of management and treat- 
ment which will meet these needs, i.e., either permit aggressions to be 
expressed directly in socially approved (sublimated) interests and 
activities or provide substitute interests and activities which furnish 
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equal or greater gratification than that gained by the symptoms. This 

iption must specify the chief therapeutic aim (or aims) to be 
accomplished, and all the other orders which specify attitudes to be 
assumed by the nurses and therapists, methods of management and 
activities, are built around this aim. These therapeutic aims have 
been outlined in previous reports." * 

Such a program of treatment, we believe, can be applied to all hospi- 
talized psychiatric patients (provided the prerequisites listed can be 
met) with much more therapeutic benefit than such other superficial 
methods as custodial care, amusements, special diets, and the prescrip- 
tion of physiotherapy only for physiologic benefits. Approximately 
twenty-five per cent of our hospitalized patients receive psychoanalytic 
treatment simultaneously with the therapy afforded by the hospital 
program. The treatment plan for those undergoing psychoanalytic 
treatment does not differ from that for those who do not have psycho- 
analytic treatment except in some instances where a particular activity 
is draining off the aggressions or anxiety or is furnishing gratification 
that should be expressed in the analytic sessions. When this situation 
is recognized, the physician cancels the activity. None of the analysts, 
however, give any orders for the patient’s management in the hospital, 
this responsibility being delegated to the hospital psychiatrist. Thus, 
the hospital serves as the reality situation which the analyst does not 
attempt tocontrol. The hospital management as well as the analytic 
treatment, is presented in detail by Doctors Knight and Reider, in this 
issue of this Bulletin. 

The tentative prescription of the therapeutic program for a patient 
must be made out when the patient is admitted to the hospital, but 
it is elaborated and modified following the study of the case and the 
presentation of the case at the staff conference, at which time the pro- 
posed plan of hospital therapy is presented and discussed. The pre- 
scriptions may have to be changed as the psychiatrist obtains more 
historical or examinational data or as observations on reactions and 
behavior are reported to him by the nurses and therapists. 

It is well recognized that the patient will likely try to manipulate his 
new environment so that hecancontinue the expression of the same symp- 
toms. Thus the paranoid patient frequently soon includes the hospital 
personnel in his paranoid delusions. The patient who has gotten into 
difficulty through the expression of his aggressions will become aggres- 
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sive in the hospital situation. His emotional patterns will continue 
to be expressed according to previous patterns in his relations with 
other patients and the hospital personnel, in his work, in his play, 
and in his therapeutic activities. While the psychiatrist probably 
can evaluate correctly the major unconscious emotional conflicts and 
prescribe activities to meet them, it is often impossible to evaluate 
many of the less conspicuous reactions and attitudes which the pa- 
tient manifests. Specifically, it is often difficult or impossible to 
understand the unconscious significance of a particular activity or 
procedure for the patient, the explanation of the success or failure of a 
specific opportunity that has been afforded, or the reasons for his reac- 
tion to a therapist or to a prescribed activity. 

Because of the fact that a percentage of the patients under this plan 
of management are undergoing psychoanalytic therapy, it has been 
possible to gain information from the analysts in the form of interpre- 
tations of the patients’ reactions and behavior which is of tremendous 
value in directing the patient's hospital management. In relaying 
such information, it is not necessary for the analyst to reveal conf- 
dential material obtained from the patient, since the interpretations ate 
based upon the understanding of the dynamics in the conflict of the 
particular patient rather than on specific data that the patient has 
reported in his analytic sessions. 

These interpretations from the psychoanalyst in no way replace the 
observations of the psychiatrist which are also evaluated in terms of 
the unconscious conflict situation. We have reported studies in the 
various hospital therapies in terms of meeting unconscious emotional 
needs.*® The data from the analysts are thus supplemental and are 
available only for the small percentage of patients receiving psycho- 
analytic treatment. The interpretations, however, are so helpful 
that the various therapists systematically record observations of 
certain reactions of the psychoanalytic patients in their particular 
department. These observations are regularly submitted to the ana- 
lysts in charge of the patients with questions concerning certain points 
that are not understandable from the psychiatrist’s data or from the 
patient’s observed conscious attitude. From these data, we have 
gained (1) an understanding of results obtained in our therapeutic 
efforts in these patients; (2) some valuable suggestions regarding the 
significance to various patients of specific activities, certain tools, 
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or procedures; and (3) some possible explanations of similar reactions 
observed in patients not undergoing psychoanalysis. 

It is hoped that we may ultimately arrive at some conclusions from 
a large series of observations which may serve as a guide in the prescrip- 
tion of more specific therapeutic measures, and consequently, more 
effective therapy. At present we do not feel warranted in stating any 
general conclusions, but a few selected observations and interpretations 
will be cited to illustrate their help in furnishing the psychiatrist with 
an understanding of the patient's reactions. 


IN OCCUPATIONAL THERAPY 


Although we have begun to accumulate data on many phases of the 
patient's attitude and response in occupational therapy, only two 
practical points will be illustrated in this report: (1) what determines 
the patient's choice of recipient for the articles he constructs, and (2) 
why the patient fails or shows gross inefficiency despite apparent con- 
scious effort and desire to the contrary. 

Choice of Recipient: In every instance when a patient constructs some 
article in any of the craft or art shops the question arises as to whom 
the article shall be given. For whom is it constructed or produced? 
It is prescribed on our order sheets that the ;{ atient may be given 
free choice or that suggestions may be made regarding the family 
situation; or if there is a shortage of finances it may be suggested that 
the article be constructed for the hospital. In practice, the therapist 
makes suggestions after investigating the patient’s conscious attitude 
The resulting decision by the patient is often of great significance in 
relation to the nature of the product and his efficiency in its con- 
struction. 

To illustrate this point three cases are cited. A patient who suffered 
with a depression always followed his schedule of activities regularly, 
did excellent work in the craft shop and was skillful and efficient. He 
refused, however, to make any objects for his family but would gladly 
construct articles for the hospital. The explanation of this choice 
was based on his conscious resentment at his family’s lack of sympathy 
for him in his illness and his warm friendship for the institution for its 
understanding of him and loyalty towards him. 

The second case is that of a middle-aged man with a clinical picture 
of anxiety and depression. He often was extremely aggressive towards 
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the physician, nurses, and other patients, but each verbal or physical 
attack would be followed by apologies and contrition. In the men’s 
carpentry shop he made numerous articles for his family, all of which 
were of an inferior quality. He failed to follow instructions and often 
made errors which could have been prevented. His only good piece 
of work was done for his physician and regarding this he said, “‘It is 
so good, I might keep it for myself.’’ The analyst explained this 
choice of recipient and the nature of the work by the patient's uncon- 
scious hate for his family and guilt regarding this hostility. He 
constantly felt the need to atone for his guilt and so constructed gifts 
for those towards whom he felt most guilty, namely his family, but 
his hostility was so lightly covered that it appeared in the gross im- 
perfections in his work. There was the further element in this choice 
and the imperfections that if he did anything too well it might threaten 
his chief defense: his illness. That the patient did have ability, 
however, was demonstrated in the gift he made for a physician. In 
this instance the hate element of his ambivalence was sufficiently 
repressed to permit him to do the job well. 

A third patient with a neurosis who was also addicted to the use of 
alcohol was always superficially cooperative and friendly. He at- 
tended occupational therapy irregularly, sometimes coming faithfully 
for a short time and then missing it for several days. He made numer- 
ous small articles on the lathe or in the leather shop but most of them 
were for himself. He would promise to make some article for a nurse 
but fail to do more, perhaps, than to start it. From analytic data it 
was possible to explain this failure to give to anyone as a retaliative 
measure against a hostile early family situation. He had expected 
love and affection, felt he was denied this, and from this period ex- 
pressed his hostilities in making promises which he failed to fulfill. 
As is typical of oral characters, he was a ‘‘receiver’’ and not a ‘‘giver.” 

Failure in Productive Ability: We observe that a patient’s productive 
ability is not determined alone by previous experience, conscious effort, 
and interest, skill, or amount of time spent. Granted that these 
factors are average, many patients labor ineffectually, erratically, 
clumsily, or frantically, and the gross result is inefficiency, manifested 
either in the quality of their product or in the time consumed in pro- 
ducing it, or both. The causes for this inefficiency are often not cleat. 


Analytic interpretations can shed light on the problem in certain cases. 
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In an intelligent neurotic patient, a man of 30 years, there was a 
long history of ineffectiveness in all his efforts in life—business, 
personal relationships, interests, though much less marked in his 
activities in sports. He was above average in tennis, golf, bowling, 
and swimming, and at his best against good competition. In his work 
in the carpentry shop he was irregular in attendance, periodically 
irritable, but always conspicuously ineffective. He could construct 
only rough simple articles, and these only with much labor. He 
obtained a minimum of satisfaction, started several articles which he 
did not finish, and did much more sanding, scraping, and polishing of 
an article than its intended use made necessary. 

Psychoanalytic interpretations indicated that those efforts were 
directly related to his anal expulsive interests. In his own terms, he 
made a ‘‘mess’’ of everything. Thus he chose to make ‘“‘roughly 
hewn” articles which required much scraping and sanding (aggressive 
activity). He manifested his anal aggressions as a source of uncon- 
scious gratification in many ways, but with an accompanying uncon- 
scious sense of guilt. These aggressions were shown in his carpentry 
work not only in his irritability and refusal to follow simple advice, 
but also in producing poor articles and in his choice of tools. His 
guilt was expressed in his compulsion to keep trying, his disappoint- 
ment in his results, and the self-imposed continued failure. As might 
be expected, when the aggressions were put to social use in athletic 
competition, he could excel. 

An alcoholic addict came to the carpentry shop irregularly. He 
made many articles, but was always dependent on the therapist for 
suggestions and instructions. Even after attending for some months, 
he was inefficient and, although displeased with his work, expected 
the therapist to make the necessary corrections. He would frequently 
ask the therapist if he were doing what was expected, and if his work 
were satisfactory, in addition to asking many questions which indi- 
cated his dependence. This resulting inefficiency was to be explained 
from analytic data on the basis of his orally dependent réle, related to 
the infantile sucking stage. To do efficient work would necessitate 
his giving up the passive, submissive, inferior rdle. The fact that he 
clung to this infantile rdle created sufficient guilt so that he repeatedly 
requested reassurance about his work. An aggressive element was also 
apparent which explained his attempt to blame the therapist when his 
product failed to meet his own standards. 
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A schizoid individual of 28 had gone to the carpentry shop regularly, 
and had produced excellent products, though he had taken an exceed- 
ingly long time to finish each one. He preferred bench wor in which 
there was much scraping, sanding, or polishing, and would spend hours 
in making parts of the article so that they would be exactly alike. 
Only from the analytic data was it possible to be sure that this repre- 
sented a sublimation of playing with feces. His over-evaluation and 
meticulousness and care of the small parts had a primitive coprophilic 
value. As might be expected, he made most of the articles for himself 
(i.e., an anal retentive attitude). His inefficiency was thus due to his 
over-evaluation of the symbolic material with which he worked. 

A young man of 35, an alcoholic, began many projects which were 
never completed. He started many minor ones, often impractical and 
fantastic in design, worked intensively on them for a short time and 
usually ended with an incomplete or patched-up job. From the ana- 
lyst’s interpretation it was seen that his impractical schemes repre- 
sented constant protest and defiance against his extremely practical 
and unaffectionate father. Because the schemes had only this value, 
to plan and begin them energetically was sufficient to use up the 
energy derived from the defiance. Furthermore, since his father was 
always thorough and carried everything through in spite of all ob- 
stacles, it was an additional expression of defiance for the patient to 
fail tocomplete his ventures. Beneath this defiance, but overshadowed 
by it, was a strong wish to gain his father’s withheld affection, and it 
was probably this motive which drove him to attempt any kind of 
productive activity. 

Another patient was a young man of 19 years whose chief difficulty 
was a propensity for stealing and getting himself into difficult situa- 
tions through rather clumsy methods. He was very cooperative in the 
carpentry shop work, though erratic in his attendance. He started 
many articles but did not complete any. In each instance he would 
begin with much enthusiasm and intensive work which would nearly 
always dwindle. In many instances he promised articles to some 
member of the staff, but only in one instance, when the recipient took 
almost an excessive interest in its production, did he complete the 
article. Analytically this behavior was explained to be the result of 
an effort to obtain an unlimited amount of love. When beginning 
an article which he would promise to someone he was sincere in his 
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intention to finish it, but he never could maintain an interest in the 
object, because he did not find the excessive quantity of unconsciously 
expected love. The work was reduced in value for him, and conse- 


quently stopped. 
IN RECREATIONAL THERAPY 


As an example of the help gained from psychoanalytic interpretations 
in recreational therapy three examples will be given to illustrate one 
type of reaction usually not explainable, as to why some patients de- 
preciate all or parts of the recreational program. 

A man of 36, a successful artist, addicted to alcohol, was always very 
quiet and polite, but never took any part in group activities such as 
the teas, parties, or dances. Despite his past achievements and family 
standing he could never be induced to join the group. Analytically 
this withdrawal from social functions was explained as an expression 
of fear that he might not be the preferred one, or the outstanding 
member of the group. The origin of this was an early envy of a 
brother six years his junior. His bitter criticism of any person con- 
spicuous in the group because of a loud voice or unusual clothes was 
matched by his own inhibition and quietness which would draw 
attention to himself in this passive way. When intoxicated he himself 
was always loud, obnoxious and obscene, with an amnesia for such 
behavior subsequently. 

A young business man of 26 took part in many recreational activi- 
ties, but would make fun of many of the special activities such as the 
teas and social hours of games, and group singing. This was explained 
analytically as evidence of his masculine protest. Curiously enough, 
he was always helpful at the men’s supper club which met his uncon- 
scious need of trying to be masculine. It was necessary, however, for 
him to depreciate any function which he regarded as effeminate, and 
in this class he included teas, music, dramatics, and social hours. 

Another young man of 30, a business executive, who came because 
of a severe neurosis always manifested enthusiasm and friendliness in a 
pseudo-cooperative fashion, though he was erratic in his efforts to be 
of help. He always approved apparently of the various recreational 
activities and for a time served as chairman of a committee of men to 
plan the program for the men’s luncheon club. The committee, how- 

ever, functioned for only a short time. Analytically it was apparent 
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that the institution functioned in a maternal réle for him. This 
behavior was explained by the patient's feeling that he must win 
approval and excite high expectations in people in order to disappoint 
them. This reaction pattern arose as an infantile attitude in which his 
frustration from expected but undelivered love from his mother te- 
sulted in the necessity to take revenge on her (and subsequent mother 
substitutes). 
PHYSIOTHERAPY 


Among the many unusual reactions observed to physiotherapy is 
sexual excitement. In our physiotherapy department, all treatments 
to both men and women are given by women. The evidence of sexual 
excitement can be observed more accurately in men patients, and while 
one can speculate as to its significance under our arrangements of treat- 
ment, without analytic data the interpretation must remain specula- 
tive. Various types of sexual stimulation are observable. 

One man, a narcissistic neurotic individual whose outstanding 
reaction in all situations was pretense and acting, reacted in hydro- 
therapy without any physical evidence of sexual stimulation, but 
would talk baby talk to the physiotherapist, want her to rub him, 
resent her taking care of other patients and often would become vulgar 
and suggestive. He was known to be impotent and to regard sexuality 
as dirty and as something of which to be afraid. His conscious reac- 
tion was thus an attempt to prove his potency in this orally sadistic 
manner. His vulgarity was accentuated when other men were present, 
and rarely evidenced if the nurses were alone. This was to beex- 
plained by the fact that he must make a special effort in the presence 
of men to disprove his impotence. 

A patient with a neurotic depression showed no physical mani- 
festations of sexual excitement, but had many somatic complaints, 
which because of the physical nature of the treatment, were the sub- 
ject of much conversation and many questions during the treatment. 
Only through analytic interpretation could it be shown that, in part 
because of the oral nature of this individual, his sexual feeling was 
expressed in his pains and erotized through talking about the pain. 

A middle-aged intelligent business man frequently reacted with 
apparent sexual excitement. He occasionally had an erection and 
would talk baby talk to the masseuse. He would close his eyes and 
ask her to let him hold her hand. Through analytic understanding 
in this case it was possible to learn that this sexual excitement was 
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aroused by a desire for maternal petting. His dream material indicated 
that when cornered his only solution was to ‘‘play the baby.’’ Much 
of his adult behavior could be shown to be an attempt to obtain re- 
venge against his mother; but in the physiotherapy situation he could 
regress to an infantile level where he could obtain physical contacts 
with a substitute for the kind mother whom he had so desired in 


childhood. 
SUMMARY 


A few cases have been given to illustrate the analytic interpretations 
of attitudes and reactions of patients in occupational or recreational 
therapies and in physiotherapy. These interpretations were possible 
because the patients described were receiving psychoanalytic treatment 
in addition to the regular planned program of hospital management 
and therapy. Through cooperation with the analysts of the patients 
it is possible to obtain a much more accurate understanding of the 
patients’ behavior, and it is proposed to use these data in more accu- 
rately directing both the analytic and hospital treatment in these 
cases. It is hoped that eventually sufficient data can be obtained which 
may serve as a guide in constructing a more adequate explanation 
for the reactions of patients not undergoing analysis. From such an 
understanding it should be possible to prescribe more accurately the 
specific therapy designed to meet unconscious emotional needs. 


BIBLIOGRAPHY 


(1) Mennincer, W. C.: Psychoanalytic Principles Applied to the Treatment of Hos- 
pitalized Patients. Bull. Menninger Clin. 1:35-43 (Nov.) 1936. 

(2) Menninozr, W. C.: Individualization in the Prescription for Nursing Care of the 
Psychiatric Patient. J. A. M. A. 106:756-761 (Mar. 7) 1936. 

(3) Mennincsr, W. C.: Psychiatric Hospital Therapy Designed to Meet Unconscious 
Needs. Am. J. Psychiat. 93 347-360 Sept.) 1936. 

(4) Mzpp, M. R.: Individualizing Occupational Therapy for the Mental Patient. Occup. 
Therapy 8241-256 (Aug.) 1934. 

(5) Erickson, I.: The Psychiatric Nurse. Am. J. Nursing 35:351-352 Apr.) 1935. 

(6) Anpgrson, C. L.: Project Work—An Individualized Group Therapy. Occup. Therapy 
15 265-269 (Aug.) 1936. 

(7) Hempnixi, R. E.: The Aims and Practice of Recreational Therapy. Bull. Menninger 
Clin. 1:117-122 (Mar.) 1937. 

(8) Mennincgr, W. C. anp McCoxt, I.: Recreational Therapy As Applied in a Modern 
Psychiatric Hospital. Occup. Therapy 16:15-23 (Feb.) 1937. 

(9) Menninozr, W. C. anp Currer, M.: The Psychological Aspects of Physiotherapy. 
tm. J. Psychiat. 93: 909-915 CJan.) 1937. 











PSYCHOANALYSIS OF HOSPITALIZED PATIENTS 
By Rosert P. Knicut, M.D. 


At the International Psychoanalytic Congress in Innsbruck in 1927 
Simmel read a paper describing psychoanalysis in a sanitarium! 
based on his experience at the Tegel Clinic just outside Berlin, which 
remains practically the only comprehensive consideration of this 
problem in the literature, although Sullivan's articles* dealing with 
his special modified psychoanalytic treatment of schizophrenic patients 
at Sheppard and Enoch Pratt have been extremely valuable. In this 
country psychoanalytic treatment of hospitalized patients has been 
carried on at Sheppard and Enoch Pratt Hospital, Bloomingdale, St. 
Elizabeth's and at the Menninger Psychiatric Hospital and Sanitarium 
for a number of years. In the past few years Chestnut Lodge in Balti- 
more and Compton Sanitarium near Los Angeles have also added 
analysts to their staffs and several other psychiatric sanitariums have 
psychoanalysts attached to the staff as consultants. However, there 
is still relatively little attempted application of psychoanalytic knowl- 
edge and experience to the treatment of institutionalized patients in 
this country. In the present article the writer seeks not only to discuss 
the experience of analysts at the Menninger Clinic, but also to stimu- 
late further production of articles in this special field by analysts who 
have been using the psychoanalytic technique with institutional 
patients. 

Simmel pointed out the need for a psychoanalytic sanitarium for 
patients who, although not severely mentally ill in the ordinary psy- 
chiatric sense, yet exhibited a clinical picture which made ordinary 
home and social life impossible. Due either to the upsetting effect 
of these patients’ symptoms on others in the household, or to the self- 
damaging nature of their neurotic acting out, institutionalization was 
essential. He included also those patients with organic illnesses who 
had developed significant secondary gains which made them resistant 
to the appropriate medical treatment and who therefore needed psycho- 
therapy based on psychoanalytic understanding as an adjuvant to the 
medical treatment; patients with chronic drug or alcohol addiction 
for whom institutional supervision was imperative; and, of course the 
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other psychotic and severely neurotic patients for whom institutional 
care has always been considered advisable. He dealt convincingly 
with the superficial objection that the sanitarium patient is removed 
from reality by being placed in an institution among other neurotic 

atients by pointing out that one cannot take reality from a patient 
who, through his neurotic way of life, has already resigned from it. 
The sanitarium must offer such a patient a new reality which not only 
isolates him from his previous neurotic life situation, but also provides 
scientifically controlled management of his readjustment in the insti- 
tution. Such control must aid the psychoanalytic treatment by being 
directed against the pleasure principle in such a way as always to drive 
the patient to analysis of his behavior as the only solution. Simmel 
discusses the advantages of the psychoanalytically controlled environ- 
ment, the twenty-four hour observation of the patient made possible by 
institutionalization, and the progressive readjustment of the patient 
to the outside world by carrying on the last months of the psycho- 
analysis with the patient residing outside the institution and making 
trial visits to his former environment. 

In this paper, following the principles outlined by Simmel, I wish to 
discuss the special psychoanalytic problems that arise in the institu- 
tional life together of patients undergoing analysis. 


INDICATION FOR INSTITUTIONALIZATION OF CERTAIN TYPES OF CASES 


It is possible for the analyst on the sanitarium staff to undertake the 
psychoanalytic treatment of many cases which an analyst in private 
practice would be extremely reluctant to accept. Anti-social character 
disorders, patients with chronic drug or alcohol addiction, patients 
without insight who feel no need for help, schizoid patients with 
marked withdrawal and consequent social isolation, patients with an 
impending psychotic eruption, recovering schizophrenic patients and 
manic depressive patients with strong suicidal inclinations must fre- 
quently be refused treatment by psychoanalysts who, with good reason, 
do not wish to assume the responsibility of trying to influence these 
patients therapeutically for only one hour a day when the remaining 
twenty-three hours are left unsupervised, and indeed during which the 
patient may be subject to unfavorable environmental influences which 
more than nullify the best efforts of the analyst. Such cases can be 
given the opportunity for psychoanalytic help and the analyst need 
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not assume intolerable responsibility if the patient is first institutional. 
ized. The patient is thus afforded the protection of the institutional 
environment with all that that implies in terms of psychiatric super. 
vision by trained psychiatric nurses and therapists and prescription of 
activities appropriate to the individual patient’s emotional needs! 
by psychoanalytically oriented psychiatrists. 

A few words should be said about certain contra-indications to 
institutionalization in special instances. Occasionally a patient 
wants to be put in a sanitarium who really should be analyzed as an 
out-patient. Or it may be that the relatives or family physician of 
the patient are unduly alarmed and regard institutionalization as im- 
perative. For example some patients who exhibit severe anxiety and 
express fear that they are losing their minds may be relieved of the 
extremity of their distress in a few talks with the analyst and then 
go ahead with psychoanalytic treatment while maintaining their jobs 
and residence at home. Institutionalization of such patients might 
confirm their fears of impending psychosis and greatly increase the 
anxiety. Again, some patients with neurotic character disorders, 
especially those who carry disability insurance, can be seen on close 
analytic scrutiny to be almost consciously malingering in order to be 
placed in a sanitarium and be taken care of. To institutionalize 
them is to validate their acting out and gratify their passive wishes. 
Certain alcoholics, also, whose history is not too dismaying, may be 
analyzed outside an institution.‘ Other types of cases in which the 
question of institutionalization arises must be similarly appraised. 


INITIATING PSYCHOANALYTIC TREATMENT 


Obviously, however, the mere institutionalization of the patient 
does not eliminate the analyst’s problem in beginning and carrying 
on treatment. It does insure to a reasonable degree that the patient 
will be at hand for attempted treatment, and that he will not further 
carry out irreparable damage to his job, his family, his reputation or his 
body; but it does not solve the initial psychotherapeutic problems. 
In fact it may increase them. The patient, brought against his will by 
desperate relatives, and now deprived of his usual neurotic outlets and 
gtatifications, may have so much resentment aroused against the 
institution and its restrictions that he becomes even more inaccessible 
to a therapeutic approach. Demanding his liberty, railing against 
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everything connected with the institution, and protesting scornfully 
that he needs no treatment, he may defend himself against any attempts 
on the part of the analyst to initiate psychotherapy. Or, instead of the 
childish device of scornful, sullen defiance, he may take advantage of 
his réle as a patient in a mental hospital and exhibit regressive behavior 
typical of childish temper tantrums—tearing, throwing, destroying 
things, fighting nurses and attendants, and so on. Real or professed 
fear of harmful influence at being associated with other patients whom 
he regards as much sicker than himself may be expressed. But in the 
psychoanalytic sanitarium those who take care of him maintain con- 
sistently a friendly attitude in the face of all attacks, with whatever 
additional firmness or reassurance seems appropriate to the individual 
patient, and there is no retaliation. 

In the sanitarium as elsewhere psychotherapy must be predicated 
on some desire for heip on the part of the patient, and where this is 
absent or over-ridden by resentment, it must be awakened. Hence the 
initial efforts of everyone, especially of the analyst, are directed at 
establishing some degree of friendly rapport to serve as a foothold in 
initiating treatment. Considerations of orthodox technique and of 
lack of time and opportunity usually prevent an analyst in private 
practice from getting started with such cases. But in the sanitarium 
the analyst can often visit the patient even if the patient refuses to come 
to his appointment. The mountain must go to Mahomet. And it is 
also possible for the analyst to see and associate with the patient at 
sanitarium social and recreational functions, at which times he can 
maintain his rdle and yet be outgoing and friendly in his attitude. 
Furthermore an important helpful influence is frequently exerted by 
other patients who are well along in analysis. They may, through 
their evident improvement or through their telling the skeptical 
prospective patient of their own early doubts and later insight, provide 
a decisive factor in arousing the skeptic to begin treatment. The 
combination of the consistent attitudes of those in the institutional 
environment and of the analyst often leads gradually to a therapeutic 
relationship. Patients who remain inaccessible in spite of everything 
may either become accessible after several months, or may be impossible 
to help by any known psychotherapeutic techniques. 

Even after willing contact is established, whether immediately or 
after the defiance has melted in the friendly milieu, it is considered 
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advisable for the analyst not to be too zealous to begin the orthodox 
psychoanalytic technique. A patient who has been brought unwill. 
ingly to the sanitarium is usually still only partially persuaded that he 
requires help. Friendly interviews should be carried on for a while 
in which the analyst asks many questions to bring out conscious cop- 
flicts and illuminate unclear portions of the history, while demonstrat. 
ing consistently that he is an understanding, sympathetic listener and 
physician. At the same time he can be getting himself much better 
oriented in the case. The patient has inevitably heard about psycho- 
analysis, either from the referring physician or others before coming, 
or certainly from the other analytic patients after he arrives. He 
knows who the analysts are on the staff, and he often may admit need 
for treatment, but profess to be skeptical of psychoanalytic treatment. 
He wants the analyst to give him a sales talk on psychoanalysis. In- 
stead, the analyst answers all questions as far as possible, points out 
the irrational features of the patient’s defenses against the recom- 
mended treatment, and refuses to guarantee a cure, but may say that he 
thinks the patient’s best opportunity to be helped is by psychoanalysis. 
Once the analysis has been begun—meaning that the patient is trying 
to follow the fundamental rule of free association—the analyst may 
become somewhat more passive. 


SPECIAL PROBLEMS ARISING DURING ANALYSIS 


As Simmel pointed out, the developing transference situation in the 
Sanitarium milieu has some special characteristics. The whole in- 
stitutional personnel and all departments of the institution represent 
extensions of the analyst. The patient may profess and exhibit only 
positive feelings of confidence and admiration for the analyst, and at 
the same time make disparaging remarks about other analysts or other 
staff physicians, or indulge in long tirades about the inefficiency and 
discourtesy of the business office. Or his attitude may be uniformly 
respectful and friendly to the medical staff, while he treats the nurses 
and therapists with undisguised contempt, or makes arrogant demands 
onthem. In extreme cases, the patient may not only exhibit affection 
and confidence in his analyst, but speaks only about his trying hard in 
analysis and behaving himself impeccably, whereas the nurses and 
therapists report that he refuses to cooperate in anything, is irritable 
and demanding and provocative. Another spurious form of positive 
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transference is exhibited by some patients who claim to feel that the 
analysis is the only valuable part of the treatment, that the analyst is 
their saviour, and that all the rest of the institutional program is 
worthless and beneath their contempt. If the analyst's narcissism is 
gratified by these hollow pronouncements he may view tolerantly the 
patient's lack of cooperation in sanitarium activities, or may share 
indulgently in the patient's disparaging remarks about the other staff 
members. The patient’s technique is directed toward just this end— 
to bribe the analyst with false words of love and enlist him as advocate 
against those who would insist on his fitting into the institutional 
community, his present reality. All of these split-off bits of negative 
transference must be brought into the analysis and interpreted for what 
they are or the analysis makes no headway. In analysis in private 
practice, the same phenomenon occurs. For example, a patient, with 
much heat, criticizes the stupid mechanic who cannot remedy the 
trouble in his automobile, and the analyst is aware that beneath this 
displaced attack lies some significant negative transference to himself. 
In the analysis of institutional patients, however, the analyst received 
daily reports from nurses and therapists about the various expressions 
in word and behavior of the negative transference so that he is aware 
of it even though in the analysis the patient does not express hostile 
feelings to anyone. In orthodox analysis, the analyst is not supposed 
to use such information, and in sanitarium analysis he does not do so 
unless the interpretations of the spurious love are continually denied 
by the patient. Then he may mention his information to the contrary, 
and confront the patient with the inconsistency. A further difficulty, 
of course, lies in the patient’s wooing other staff members or nurses or 
therapists so that out of counter-transference motives they too are 
blinded to the evidences of the patient's unanalyzed hostilities. This 
we try to avoid by constantly explaining this point to the nurses and 
even having special conferences with certain nurses or therapists who 
are failing to be objective in their observations in certain cases. On 
the other hand, negative counter-transference in nurses or therapists 
or other staff physicians, leading them to be only critical and unsym- 
pathetic to certain patients, must also be brought into the open and 
aired out. Without such constant housecleanings the patient may 
continue to outwit those who are trying to treat him. 

In his attempts to keep the analyst segregated from his hostile trans- 
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ference to the institution, the patient may mention during the analytic 
hour certain plans for questionable activities, or relate the accomplish. 
ment of them, at the same time trying to hold the analyst to secrecy 
and non-interference, attempting to capitalize the analyst's pledge to 
keep all matters confidential. He may say that if the analyst interferes 
or betrays the confidence, he will not give any more confidences to him, 
This again is an attempt to corrupt the analyst into a corruptible super. 
ego and, as it were, bind him into helplessness with his own loyalty. 
If this is permitted to occur, the corrupted super-ego of the patient can 
never be influenced. Hence the analyst must express definitely his 
refusal to be thus rendered helpless to interfere. The nature of this 
aggression must be interpreted, and if the patient persists defiantly, 
the analyst must take steps to block this acting out by having the 
patient’s privileges restricted, or by talking with whatever nurse or 
other employee is involved. 

The patient's being acquainted with other analytic patients of the 
same and other analysts brings up other problems more or less peculiar 
to the psychoanalytic sanitarium. In private practice, most analysts 
arrange the comings and goings of their various patients so that they 
do not meet. In the sanitarium such precautions are impossible. 
Each patient knows how long every other patient has been in analysis, 
who his analyst is, what time his appoirtment is and even knows, 
frequently, of any change in the analyst's schedule, or even of new non- 
resident patients of that analyst. Later when several patients who 
knew each other at the sanitarium are living in town, they become 
natural associates, and still try to keep track of everybody's analysis. 
Groups of men analytic patients get together for an analytic ‘‘bull- 
session,’ in spite of the analyst's injunction against ‘‘leaking’’ or 
““filtering.’" They discuss the various analysts, their interpretations 
and technigue, and their own transference material as shown in dreams 
and associations. Some patients who have not yet started analysis 
often hear these discussions, and naturally build up their own defenses 
accordingly. Such discussions may so strengthen certain patients’ 
defenses against, for example, homosexual transference, that the 
ventilation of this attitude is greatly delayed. Certain types of 
patients may be thrown into near homosexual panic by the same 
experience. Hence the analyst has to be constantly aware of these 
possibilities and must be on the alert to smoke out from concealment 
the narrating of and reaction to such experiences. 
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Arising from the same situation of a number of analytic patients 
living together under the same roof are jealousies and competitions 
between patients of the same analyst and between patients of different 
analysts. For example one alcoholic patient may seduce another 
into some drinking and then disappear from the scene, thus attempting 
to ‘‘cause his brother to stumble”’ in his desire to achieve preference in 
the eyes of the analyst. Likewise other patients may try to foster the 
jealousies and rivalries they observe by relating to one of the rivals in 
a distorted manner incidents they have heard which seem to indicate 
the analyst's preferment of the other patient. Also the patient may 
try to foster rivalry and discord between the analysts themselves by 
the same kind of distortion to his analyst of material filtered in his 
hearing by the patient of another analyst. All of these complexities 
occur, of course, in private practice too; it is only that in the sanitarium 
environment they become compounded and seem especially intense 
because of the small, closely knit institutional community where 
everyone knows everyone else. However, if the analyst sticks in- 
exorably to the task of analyzing his own patients’ resistances and 
transierence attitudes and refuses to become embroiled, these special 
difficulties of sanitarium analysis need not present insuperable obstacles. 

In those patients whose self-destructive impulses are strong the 
analyst can often detect impending suicidal attempts and then must 
step out of his rdle of analyst, become the patient’s physician, and 
take steps to insure the patient’s protection from himself. In private 
practice, an analyst encountering a similar situation either remains 
on pins and needles about this patient, perhaps betraying his concern 
to the patient with consequent increase of anxiety in the patient, or 
permitting the patient to get the upper hand with his threat, or having 
to interrupt the analysis temporarily by placing the patient in an 
institution. In sanitarium practice it is a simple matter to phone 
the necessary protective orders as soon as the patient leaves the office. 

In regard to the privilege status of the patient, our policy is to have 
the patient’s attending psychiatrist grant and withdraw privileges 
according to the patient’s behavior, with only occasional consultation 
with the analyst. This has the immediate effect of splitting the 
transference, but it has been our experience that if the analyst is the 
one who has charge of the privileges the analytic hour may degenerate 
into a plea for indulgences and special privileges and the analyst cannot 
remain sufficiently detached from the patient's reality situation to 
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analyze it. In private practice the analyst has not the authority to 
grant indulgences or impose restrictions of this character; the patient 
wins these or loses them from his employers, relatives and friends ip 
the reality situation. To approximate this in the sanitarium situation 
is the aim of this arrangement. And here again the analyst must be 
wary of identifying himself with his patient in the latter's attempts to 
obtain permission for full privileges or to move to town or whatever. 
Likewise the analyst must be aware of possible over-conservatism or 
negative transference in the attending psychiatrist when the patient 
meets constant refusals of his requests although his progress would 
seem to justify their being granted. It may be, however, that the 
patient attempts to capitalize his real or apparent analytic progress 
or certain encouraging words his analyst has said to him by making 
immediate demands of the attending psychiatrist for more privileges. 
The latter, knowing nothing of the merits of this plea and not having 
observed any significant changes in the patient’s way of life, naturally 
refuses or delays granting the demand. Occasional frank discussions 
of such situations and constant honest objectivity between analyst and 
attending psychiatrist are necessary. 


TRANSITION FROM SANITARIUM TO THE “OUTSIDE WORLD” 


The therapeutic task of aiding the patient to make the transition 
from the institutional environment to the outside world falls largely 
on the analyst. The institution provides the machinery for this 
transition but the analyst must work through the patient's resistances 
to progressing into independence. The institution represents the shel- 
tering home, the protecting mother, and the patient’s mother attach- 
ment often comes into clearer relief as the move from the institution 
approaches. Occasionally the analyst must refuse to permit the pa- 
tient to return to the institution once he has moved out, even though 
the patient may be practically demanding to be taken back by his 
provocative behavior, motivated by insecurity and fears that need to 
be analyzed. In other instances, the analyst must be aware that the 
patient really is unable to get along, having somehow won premature 
permission for outpatient status, and advise his return. This ques- 
tion, in our experience, arises especially in the cases of alcoholics who 
indulge in severe drinking bouts when they leave the sanitarium 
protection. 

Further special difficulties arise in the economic and social readjust- 
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ment of patients who have attained outpatient status and who profess to 
beunable to obtain jobs inthe city. Forexample, a patient from New 
York, whose job possibilities and business connections are all centered 
in his home city, must attempt to carry through his readjustment in 
Topeka, Kansas, where he is residing only for a few more months and 
has, at first, noconnections. In some cases he could, after a time, go on 
to New York to finish his analysis there in the advantageous environ- 
ment, and such a move might be advisable. But more frequently 
the real difficulties locally are accentuated and capitalized by the 
patient in his protest against assuming the final responsibilities 
and independence that he sees he cannot escape. Another possibility 
lies in periodic visits to his home city of sufficient length to delineate 
clearly where the resistances lie and to stir up the unresolved conflicts, 
the patient then returning for more analysis. 

On the other hand, some patients adjust too well locally and come 
to regard the city which has been their temporary home during the 
analysis as an ideal, permanent place of residence. This attitude 
usually is a defense against analyzing unresolved dependence on the 
analyst and on the institution, near whom they wish to remain in 
artificial security with the sacrifice of better opportunities elsewhere. 


SUMMARY 


In conclusion it may be said that psychoanalysis in a sanitarium 
may be carried out on several types of patients to whom the analyst in 
private practice would feel constrained to refuse analytic help. The 
difficulties and apparent disadvantages which seem to be implicit in 
the psychoanalytic sanitarium are believed to be due more to the 
severity of the acting out and of the neurotic or psychopathic character 
disorder in those patients for whom institutionalization is necessary 
than to any inherent, ineradicable disadvantages in carrying on psy- 
choanalytic treatment in an institutional environment. 
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HOSPITAL CARE OF PATIENTS UNDERGOING 
PSYCHOANALYSIS 


By Norman Rerper, M.D. 


It has been said! that the psychoanalytic patient begins his analysis 
in a psychoanalytic institution as soon as he sets his foot within the 
‘institution. This statement of course does not mean that the analysis 
proper begins at that moment, but implies that a management for 
hospitalized patients in such an institution is carried out upon psycho- 
analytic principles. The translation of these principles into sets of 
therapeutic aims which can be followed by all members of the medical, 
nursing, and social therapeutic staffs was first effected by W. C. Men- 
ninger,? and these aims are classified and extended by him in the 
attempt to correct the disturbance in the aggressive and erotic drives 
in all psychiatric patierts. 

Such a program of treatment in the hospital is planned for all pa- 
tients regardless of whether they are undergoing psychoanalysis or 
not, and is derived only after careful and thorough anamnestic and 
examinational studies are made, which furnish an understanding of the 
unconscious emotional needs of the patient. Because of the length of 
time such studies take it is usually about two to four weeks after 
admission that the psychoanalytic conferences are begun and then, 
of course, only if such is the recommendation of the staff after con- 
sideration of the case. Occasionally a patient becomes ready for psy- 
_choanalysis proper only after a stay of months in the hospital. Once 
the analysis is begun the analyst does not prescribe the regime or give 
| orders regarding the patient’s privileges in the hospital, but the hos- 
| pital management is directed by one of the psychiatrists coanected 

with the hospital. The analyst does not attempt to alter the reality 
situation—the hospital life of the patient for twenty-three hours of the 
day. The plan of this management and the problems which have 
arisen in its actual administration will be discussed in this paper. 


RESPONSIBILITIES OF THE PSYCHIATRIST 


The prescription of activities for the twenty-three hours of the day 
during which the patient is not with his analyst constitutes one of the 
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major tasks of the psychiatrist. As has been already indicated, these 
iptions follow the plan outlined by Menninger. In carrying 
out these plans difficulties are encountered, not the least of which 
centers about the degree of freedom which should be permitted a pa- 
tient. Decisions as to whether a patient may go between buildings 
or walk on the grounds unaccompanied are determined by the patient's 
behavior and mental states. Some of our administrative problems are 
conditioned by the physical setup, which consists of two residences 
for patients, one with locked doors and one without, and by the 
geographical position of the institution in the outskirts of a city. 
Whenever possible the progress of a patient determines the increase in his 
privileges, which may include his removal to the sanitarium building 
where the doors are open and the degree of freedom is maximum, the 
privilege of going to town unaccompanied, or the permission to attend 
some local educational institution. Another problem which the 
psychiatrist has to handle is whether or not a patient is ready to 
leave the sanitarium and become a non-resident analytic patient. 

The medical care of the patient is also the concern of the psychiatrist 
in charge. This includes not only the physical examination of the 
patient for his complaints but also the prescription of all medications. 

It is indeed an unusual case in which the relatives and friends of 
the patient do not create some interference in the therapy. Here 
again the psychiatrist assumes the chief responsibility of the ower 
views with the relatives and indicates to them what is to be expected 
from the patient and from them. They are advised to write letters 
to the patient in as matter-of-fact manner as possible with omission 
of references to the patient’s symptoms. The responsible relatives are 
written weekly about the patient's behavior, activities and progress, 
but only occasional and brief references to the analysis are made. Di- 
rect requests for information about the analysis are referred to the 
analyst for reply. If a patient requests that information about certain 
episodes in his behavior of which he is not proud be withheld from the 
relatives, that request is almost always respected. This practice at 
times enlists the cooperation of the patient and at least keeps the 
relationship of the patient to the institution and his treatment rela- 
tively clear of external interference. When unfavorable aspects of 
behavior are reported in letters to the relatives, an attempt is made to 
interpret superficially what has happened as a symptom of the patient's 
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illness and the relatives are requested not to mention the discussion 
to the patient. 

The psychiatrist is also responsible for seeing that all availabk 
observations on the patient by the nurse, recreational and occupational 
therapists, and physiotherapists reach the analyst. It is his duty to 
inform the analyst of any significant discussions he has had with 
the patient. 

In administration of the above mentioned duties the psychiatrist 
must exercise judgment in regard to the flexibility of their application, 
At times it is highly desirable, for instance, that a relative see the 
analyst. At all times the psychiatrist takes seriously any recommenda- 
tion the analyst may make in regard to the management of the patient. 


RELATION OF THE PSYCHIATRIST TO THE ANALYTIC PATIENT 


Consideration of the above mentioned responsibilities of the psy- 
chiatrist reveals that he bears a much different relationship to the 
patient than does the referring physician in the case of a non-institu- 
tionalized analysand. The patient coming to the institution for 
analysis enters a new reality situation in which the psychiatrist stands 
in a position to grant or deny, to give or receive, to provoke or be 
provoked, or to represent in diverse ways a past emotional relation- 
ship. Hence it is necessary, if the needs of the patient are to be 
properly prescribed for out of an understanding of the dynamic factors, 
that the psychiatrist have some knowledge of analytic principles and 
that his administrative plan be supervised by a director who has 
had adequate psychoanalytic training. 

With this in mind it can be seen that the relationship of the psychia- 
trist to the analytic patient is in no essential way different from his 
relationship to the non-analytic patient. It is the task of the psychia- 
trist to assist the patient in accepting and adjusting to the new reality 
situation, and then to help him effect the transition from the new 
reality to the outside world again. In doing this, however, the 
psychiatrist meets with certain problems, some of which are encoun- 
tered with all patients, and a few of which are created by the patient's 
analy sis. 

One of the first special problems which occasionally arises occurs 
before the analysis is begun. When, and at times even before, the 
recommendation that analysis be undertaken is presented to the 
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patient the psychiatrist frequently gets the brunt of the patient's 
initial resistance in having to deal with all of the objections raised. 
In these instances the psychiatrist reminds the patient of the new 
reality—that he came to the institution for help and that what is 
recommended is considered best for him. In advising the patient, 
however, care is taken that no promises are made to him and that 
nothing is said which the patient might use later in pitting the psy- 
chiatrist against the analyst or vice versa. At no time is the patient 
given special indulgence just because he is an analytic patient. No 
premium is placed upon the fact that a patient may be undergoing 
analysis. 

Once the analysis is begun there arises the special problem of to 
what degree the psychiatrist should intrude upon the analytic situa- 
tion. This problem has not been solved with any degree of certainty 
at all, and it is hoped that its elaboration will provoke discussion that 
will lead to further light. Following the principle that the psychia- 
trist’s task is to help the patient accept the new reality it appears 
consistent that the patient can be reminded that certain attitudes and 
aspects of his behavior might be subjects for discussion in his analysis. 
For instance, occasionally an analytic patient may complain that he 
has no interest whatsoever in joining in the ball game with the others 
or “fooling around the occupational therapy shop,’’ and ask to be 
excused from such recommended activity. In this instance the psy- 
chiatrist may ask the patient if he has considered his lack of interest 
in such affairs as possible topics for discussion in his analysis. 

Patients make all sorts of attempts to draw the psychiatrist into a 
discussion of psychoanalysis, utilizing every bit of information they 
have culled from reports of controversial discussions on the subject in 
popular magazines or even in medical journals. These the psychiatrist 
either avoids assiduously, or listens to patiently while the patient 
insists upon delivering his opinion, informing the patient at the end 
that he might discuss the question further with his analyst, or pointing 
out that analysis was recommended for him at the beginning of his 
treatment and is still considered the best therapy for him. A patient 
frequently uses another method of attempting to involve the psychia- 
trist in his analysis, and that is by occasionally exhibiting a willingness 
to relate some of the details of his analysis as proof of his progress. 
The psychiatrist then reminds the patient of the injunction against his 
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revealing analytic material, and at the same time attempts to evaluate 
in his own mind why the patient wishes to tell him the material, 
Sometimes it appears to be a desire to be complimented, but frequently 
there is the ulterior motive of trying to gain more favor and privileges, 

Another aspect of the patient’s resistance with which the psychia- 
trist comes in contact concerns some physical symptoms. Should 
there arise hypochrondriacal symptoms the patient is always asked if 
he wishes to be examined. This gives him the opportunity to refuse 
in case he has sufficient insight into the psychogenic origin of his com- 
plaint, and, on the other hand, prevents his utilization of the excuse 
that the “‘organic’’ aspects of his illness are being neglected. Organic 
lesions are always promptly treated, but their importance, almost 
always negligible from a physical point of view, is minimized, for in 
some instances patients are all too eager to seize on organic findings as 
confirmatory evidence of the organic origin of the symptoms. It so 
happens that analytic patients in their ‘‘bull sessions’’ bandy about 
bits of analytic information that they have so that even concepts of 
psychogenic factors in somatic disease are common knowledge; hence 
there is never any necessity for the psychiatrist to provoke the patient 
by a reminder of the possible psychogeneity of his illness. 

As a matter of fact, the value of any attempt of the psychiatrist to 
“energize the analysis’’ by provocative remarks is an unsettled point. 
An alcoholic may, in a burst of self-assurance or deception, or both, 
proudly point to the fact that he has gone down town on quite a few 
occasions without touching liquor. He may utilize this in an attempt 
to wheedle out of the psychiatrist additional privileges for which he 
is not yet ready. In this instance the psychiatrist compliments the 
patient upon his achievement, and in the course of the conversation 
he may drop a remark that the patient is drinking almost a case of soft 
drinks daily. Another patient, in a drive of spurious cooperation, 
may attend occupational therapy religiously and hold out his fine 
attendance as an example of his willingness to assist in every way in 
the recovery process. Here again the psychiatrist, cognizant of the 
obvious lack of meaningful cooperation, may compliment the patient 
upon his fine attendance, but may remark about the possibility of his 
workmanship being better than it is. If the patient does not take the 
hint, and continues in his false attitude of cooperation, he may be 
bluntly told at times that he does not appear interested in what he is 
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doing, but seems only to be following his recommended activities 
perfunctorily or compulsively. If stronger measures seem necessary 
to remind certain patients of the demands of the reality situation, the 
psychiatrist may point out plainly and unequivocally wherein the 
patient is failing to make an effort or is being aggressive and provoca- 
tive, or is play-acting—all of this with the purpose of forcing the 
patient to bring such attitudes into his analytic work. 

As has already been mentioned, the granting of privileges is one of 
the most difficult problems the psychiatrist has, for he is attempting 
to prescribe for each patient individually in a small community, 
which of necessity imposes certain social restrictions, as does any 
society outside of the institution. These restrictions include injunc- 
tions against drinking, being back at the hospital at a stated time in 
case permission has been granted for a trip to town, and the prohibition 
of love affairs between patients. These are flexibly interpreted, how- 
ever, to permit, for psychological reasons, an occasional mild trans- 
gression against the institution without anything being said or done 
to the patient. Breaking a rule usually means the automatic removal 
of those privileges which gave the patient the opportunity to break 
therule. It is thus possible to maintain friendly relationship with the 
patient and at the same time avoid all aspect of punishment and 
retaliation by the institution. The patient knows beforehand what 
his breaking the rule will mean, and hence any infraction is clearly 
(though possibly superficially, to be sure) a provocation on his part. 
Removal of privileges is for an indefinite period, their reinstatement 
depending upon the patient's progress entirely. On the other hand, 
good behavior and performance is always complimented verbally, and, 
whenever feasible, by actually increasing privileges or granting some 
special favor. 

The above plan of the regulation of privileges is the same for all 
patients, whether they are undergoing analysis or not. It is men- 
tioned, however, to point out that it permits situations to arise when 
the patient can be forced gradually to assume full personal responsi- 
bility for his behavior. So far as analytic patients are concerned 
a problem here arises which involves the psychiatrist in the analytic 
Situation. Frequently an analytic patient announces that he is making 
progress in his analysis and feels ready to assume new responsibilities. 
The psychiatrist may even be informed by the analyst that such is true. 
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Nevertheless, so far as the patient's behavior is concerned, no difference 
is seen by the psychiatrist. Cognizant that there may be a lag in the 
observable therapeutic response the psychiatrist then either grants the 
request or indicates to the patient that the request will be granted 
when the improvement manifests itself clinically. A great deal here 
depends upon the psychiatrist's ability to recognize if the patient can 
stand to be thwarted, and discussions with the analyst sometimes help 
solve the problem, but not always. This is another example of a 
difficulty in cooperative management which still is the subject of a 
great deal of our deliberation. 
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THE PSYCHIATRIST S CRITERIA OF PROGRESS 


The question may very well be asked, ‘‘What criteria does the 
psychiatrist have available which he can use to assume the responsi- 
bility of permitting an increase in privileges, and finally of permitting 
the patient to leave the sanitarium to continue his analysis as a non- 
resident patient, if he does not have intimate knowledge of the patient's 
analytic progress?’’ The answer to this is the same for all patients, 
analytic and non-analytic. Whenthe patient's need for the institution 
is past he should leave. The slow gradation of privileges and increase 
in activities permits the gradual transition from a completely pro- 
tected sanitarium environment to one in which there is an admixture 
of sanitarium life and the outside world, and finally the removal to the 
outside world completely. If a patient after several months of resi- 
dence in the institution seems to have adjusted well; if, as his privileges 
increase he accepts more and more personal responsibility for his actions 
and finds some worthwhile study or occupation to absorb his interests; 
if he shows sustained effort in his pursuits and if the symptoms for 
which he has come have either disappeared or appreciably diminished, 
then, in the eyes of the psychiatrist he is ready to leave the institution 
to continue his analysis as a non-resident. Decisions to leave the in- 
stitution are not hurriedly made, and the patient always has sufficient 
opportunity to discuss his feelings about the matter in his analysis. 

One observation we have made about analytic patients in contrast 
to 20n-analytic ones is that the former are much more likely to manifest 
behavior indicating reluctance to leave the institution. Just prior to 
the date set for leaving an analytic patient may get drunk, be unable 
to find an apartment, or become depressed. These are always indica- 
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tions to the psychiatrist that the meaning of the institution has not 
yet been worked out completely and often they indicate the necessity 
for delay. Again good judgment must be used for the delay may not 
be indicated in some cases, where it is necessary that assumption 
of more responsibility be forced upon the patient. The reason for this 
observed difference in behavior between the two groups of patients may 
be that the non-analytic patients who usually have not had intensive 
psychotherapy are discharged from the hospital as well; they have 
recovered because the hospital has fulfilled their unconscious needs by 
the methods discussed by Menninger? and Tidd,* and no longer need 
therapy. The analytic patients are conscious that their treatment is 
going to continue and the hospital and its staff usually have symbolic 
significance which they must work through. 


SUMMARY 


The réle of the psychiatrist in charge of analytic cases being treated 
in an institution differs considerably from that of the physician who 
is in charge of the medical treatment of an analytic case not in an 
institution. The psychiatrist, being in intimate daily contact with 
the patient, is able to coordinate the activities of the patient in a 
more expert manner, especially if the management is based upon 
analytic interpretation of the patient’s needs. The net result is then 
not merely that the patient resides in the protected environment while 
he is being analyzed, but also that he has the advantages of a more 
scientific management of his problem throughout his entire stay in 
the institution. 
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INCREASING REALITY ACCEPTANCE BY A SCHIZOID 
PERSONALITY DURING ANALYSIS 


By Cuartes W. Tipp, M.D. 


The application of psychoanalytic principles to the treatment of 
incipient psychoses has been attempted with varying degrees of success 
in the past. Particularly difficult are patients of the schizoid group. 
Although it may not have accomplished all that has been hoped there 
is evidence that psychoanalysis is effective in some of these cases. In 
this paper a portion of the material from the analysis of such a patient 
is reported in order to demonstrate one of the fundamental changes 
that occurred during treatment. 

The patient, an unmarried male of 30 years, was referred for examina- 
tion and treatment by a physician to whom he had written for advice. 

The initial examination revealed that he was the eldest of seven 
siblings in a family of less than moderate circumstances. Most of his 
life had been spent with the family on an isolated ranch. He had 
graduated from high school and had attended several colleges for 
irregular periods; he scorned the possibility of obtaining a degree and 
objected particularly to required courses. At the age of twelve he 
began to write “‘horror stories’’ and he had continued since that time 
to write; for the past seven years he had earned his living largely by 
this means. 

Upon admission he complained principally of various vague fears 
and an inability to reach a satisfactory adjustment with people in 
general, and with women in particular. During the preceding two 
years he had been so uncomfortable that he had been unable to work 
much of the time. The outstanding objective sign was that of anxiety 
and the diagnostic impression at the completion of a week's period of 
study was “‘Anxiety State in a Schizoid Personality,’’ with no evidence 
of physical disease. 

The line between such a diagnosis as this and incipient schizophrenia 
is exceedingly thin, and, as the evidence given below will show, it is 
possible that the latter was more nearly correct. 

The treatment plan in the beginning was indefinite because the 
patient declared that he would be unable to remain longer than three 
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months. He was referred to a staff analyst for a series of psychothera- 
peutic interviews with the possibility in mind that eventually a 
strictly analytic technique might be indicated. This proved to be the 
case; for the first four months of the treatment the patient was seen 
three times each week; at that time the number of appointments was 
increased to five weekly. 

In the beginning of the treatment the patient’s behavior was quite 
bizarre, confirming the impression of his being a schizoid personality. 
Most of the time he sat on the couch holding himself rigidly. Very 
often he moved his arms or some other part of his body in a manneristic 
gesture and occasionally he suddenly shifted his entire body in a con- 
vulsive manner. His facial muscles were usually held in a tense 
grimace. He spoke slowly and in a very low tone, and at times his 
voice sank to a whisper. His delivery was stiff and stilted with 
frequent intervals of tense silence. 

During the first few hours he emphasized his loneliness and timidity 
and recounted instances in which he had been unable to get along with 
other people. He spoke particularly of his life while in grade and high 
school, and in many incidents described himself as being mistreated 
and humiliated. 

He described his early interest in “‘horror stories’’ which began 
when he was ten or eleven. When he was twelve he began to write. 
The first stories, he said, were simply his ‘‘day dreams’’ written down. 
Day dreams had been of great importance to him, he felt, and he 
described a great many that occurred between the ages of six and 
twelve. Included in these were accounts of many sadistic fantasies, 
for instance, a scene in which he tied a bull on his back, stopped up 
the body orifices and pumped water into the body until it burst. He 
remembered thinking that his parents were cannibals, raising him to 
be eaten, and he thought of running away. In another situation he 
pretended that water was poison and practiced drinking it, fantasying 
that he was committing suicide. 

Very early in the treatment the patient began referring to various 
objects in the room and to produce, spontaneously, a great deal of 
symbolic material. He asked questions concerning the anatomy of the 
sexual organs and the physiology of the sexual act, which were 
answered. Following this he complained that he had not been able to 
have intercourse; his only attempt had been a single visit to a prostitute 
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several years before. He had no conscious memory of masturbation, 
though when he was fourteen he had ‘“‘sexual thoughts’’ which he 
fought against and finally succeeded in suppressing by substituting 
the repetition of the Lord's Prayer. 

Gradually the anamnestic material was largely replaced by fantasies. 
All the objects in the office came to be highly symbolic and he described 
them in minute detail. The side of a desk was described as a woman's 
skirt hiding a vagina from which issued blood, feces, and fetal mem- 
branes. In another fantasy he described the floor of the office as being 
covered with manure; hidden in the feces was a calf. This was fol- 
lowed by a fantasy of thrusting a corncob into the anus or vagina of a 
cow. The glass top of the desk was described as ice covering deep 
water on which people skated and fell. There were cracked skulls, 
and brains were splattered over the ice. He felt that his tongue was 
being pulled out by the roots. 

Such fantasies alternated with descriptions of the stories he was 
working on or had written. The first story that “‘satisfied’’ him, 
which was written when he was 18, dealt with the discovery of a 
method by which water could be separated into hydrogen and oxygen. 
This method was used on the water of the ocean by a villain with the 
result that when the gases recombined they did so with an explosion 
that destroyed the earth. 

In this plot there is seen a theme that was repeated many times: 
his hatred and rage (originally directed toward the parents) which 
gradually spread to include all people and things—the whole world !— 
not excepting the ego of the patient himself. 

This material illustrates the extent to which the patient carried his 
use of fantasy. From the way in which he presented the material it 
was evident that the value of fantasy was constantly increasing and 
that in many ways he was ignoring reality in order to maintain this 
ever-increasing interest in dereistic thinking. 

The plot of a story on which he worked during the first month of 
treatment was as follows: the villain stole an apparatus from the hero's 
father by which great numbers of people could be made sick; unless 
they had a particular secret treatment they died. In about 25 per cent 
of the cases the villain effected a cure—charging exorbitant fees. Even 
in this group he allowed some to die so that suspicion would be 
averted. The hero was stricken but his ‘girl friend’’ enabled him to 
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build an apparatus by which the disease could be successfully com- 
bated. The villain was killed. 

The patient remarked when he related the above plot that he had 
‘rather incidentally’’ included some statements about a psychiatrist 
that did not have much point, namely, that in the description of the 
disease the victim was struck with severe pains for which no apparent 
cause could be found. In such cases the psychiatrist stated that the 
individual suffered from ‘“‘neurotic pain.’" This in the story was 
speedily disproved by subsequent events. 

The person of the physician was drawn into the fantasies more and 
more—as the object of an anal attack, or as an omnipotent parent 
figure. The patient asked more questions about masturbation and 
sexual intercourse which were answered in a reassuring way. He fan- 
tasied himself being sexually attacked, having his abdomen ‘‘ripped”’ 
open, and immediately thought of many enemas he had received as 
a child. 

During the seventh week of treatment the patient went to a prosti- 
tute, but was unable to have intercourse. A week later, however, he 
was successful with the same prostitute. Shortly after that he began 
to masturbate; he complained of some fears, but he felt that being able 
to masturbate with pleasure was a triumph. 

As the treatment progressed the passive femininity came more into 
focus. The early ‘‘wild,’’ anal-sadistic fantasies gave way to ideas of 
passive attachment to the physician, and behind him, to the parents, 
particularly the father. With this change in the material there was 
evident a change in the feeling. The early fantasies were expressed 
with feeling that was much of the time inappropriate, or with no 
feeling to be seen on the surface. As the more obvious transference 
phenomena were interpreted there appeared more feeling that corre- 
sponded to his ideas. 

During the fourth month thie patient decided to lie down on the 
couch. Shortly after that there appeared a fantasy of a breast which 
hovered above him, close to his face. At this time a general inter- 
pretation of his ‘‘wish to receive’’ was made. Following that there 
was a distinct flight reaction in the form of the patient’s return to the 
anal-sadistic fantasies, and wish to leave the treatment, but these were 
soon given up and further change in the general picture was seen. He 
was calmer; he spoke with greater freedom and brought out a great 
many childhood memories. 
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As indicated above, the effect of the treatment began to show in the 
patient's work. This is further illustrated in the following statements 
of plots reported by the patient. 

After the patient had made the first unsuccessful attempt at inter- 
course with a prostitute he worked on a story in which the hero was 
presented as one who had as a secret service agent, just escaped from an 
enemy country. The patient laid particular stress on a scene in which 
the hero was in a room with a group of military officers who were 
urging him to return on a second, similar mission. The hero was 
loath to do so and the patient complained that the story was difficult 
to write because the hero was “‘so passive.’ Shortly after he men- 
tioned this he was more successful in his attempt at intercourse with a 
prostitute and, incidentally, he gave up this story. 

At about the same time he worked on another plot which had to do 
with the destruction of the earth's population, except for one in- 
dividual. This person, the patient said, was a very masculine one— 
the masculinity was stressed repeatedly—and his name was Nam. 
He remarked that he didn’t know where the name ‘‘Nam”’ came from. 
However, he examined it and after seeing that it was ‘‘man”’ spelled 
backwards decided that that was only another way of showing fem- 
ininity which he was attempting to deny. In this plot there was a 
recurrence of the world-destruction fantasy, but this time it was 
rejected. 

The patient began to complain that writing was becoming more 
difficult. He was disturbed about this and for a while he said almost 
nothing about his work. His money ran low and he talked of having 
to quit the treatment. At the beginning of the sixth month he an- 
nounced that he had just received a check for a story. It developed 
that he had written a story three weeks before and had either not 
mentioned it at all or only casually. The plot of this story was char- 
acterized by its simplicity: the villain, whose first name was the same 
as the analyst's, was an aggressive person who was attempting to 
destroy civilization; finally, the hero killed him. 

Analysis of the attitude which caused him to withhold information 
about his work from the analyst disclosed that the work was a sub- 
stitute for masturbation. It was something that had been prohibited 
by the father; something that gave the patient pleasure and about 
which he felt guilty. He felt strongly that it was a gesture of defiance 


toward the analyst. 
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One story of this period which was printed brought a letter of pro- 
test from the editor. The story had to do with the young hero's 
discovery of a means of transforming his body into a cube of energy, 
and by so doing getting great power. The editor's objection concerned 
the patient’s working the plot out in a way that meant a complete 
breakdown of the family as a social unit. Among other things seen 
in this plot were the omnipotent wishes and the total renunciation of 
feeling for family. The patient commented on “‘escape’’ literature 
repeatedly while discussing this story. 

In connection with this material there emerged the fact that the 
patient was able to allow himself only a certain amount of financial 
success. He expressed the feeling that he was not satisfied with the 
type of story he had always done and with a good deal of difficulty 
admitted a desire to do ‘‘a better type.’’ This he was prevented from 
attempting by his general fear of competition with the father. The 
father had had a university education, and high ambitions, but had 
been unable to carry out his hopes. 

As these attitudes appeared the patient’s general appearance and 
behavior in the analysis continued to change. He was able to express 
his feeling more openly and much of the evidence of *‘disorganization’’ 
disappeared. In this phase can be seen the reappearance of the ag- 
gressive feeling from behind the screen of passivity, but now it is better 
directed, though still not objective enough. 

It became increasingly difficult for him to work and for periods of 
several weeks he did little. When he did attempt to work he spent 
his time on things which there was little chance of selling. But there 
began to be a change in the work itself. The plots were not so fan- 
tastic and he spent more time on individual parts of the stories. He 
expressed the feeling that he was no longer able to put a series of as- 
tounding events together and be satisfied with it; he began to feel it 
necessary to make the stories more logical and “‘real.’" One result was 
that the stories were much less shocking. He began to make definite 
plans for stories which might be sold at higher rates to more critical 
editors. 

Accompanying this change in attitude toward his work there was 
an increase in the patient's ability to recall. The recalled material 
was presented with more certainty and with more appropriate feeling. 
Gradually his fears were brought out and correlated with his early 
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attitudes. His flights into wild fantasy, characteristic of the early 
part of the treatment occurred less often. 

During this latter period the patient decided to use some of his old 
ideas for short stories in order to obtain money for current expenses. 
He spoke especially of one plot which he said he had attempted to 
use at the time he “‘broke down."’ The outline of the plot was as 
follows: the hero lived on a tropical island, the only place he remem- 
bered. He was told by the villain, an old Spaniard who owned the 
island, that he had been rescued from the sea when he was an infant. 
The villain knew that the hero was heir to a large fortune and planned 
to kill the hero and steal his inheritance. The villain’s plan was as 
follows: a woman accomplice was placed in a boat in the shark- 
infested waters on a dark night; her screams were heard by the hero 
who attempted to swim to her; he was attacked by the sharks, but at 
the last moment was rescued by the woman because she suddenly felt 
great sympathy for him. Shortly thereafter the villain’s boat was 
overturned by the sharks and he was destroyed. The hero reccived his 
inheritance, married the woman, and they lived happily. In going 
over this plot the patient stated that he was adding a new detail to it 
which was that he would show that the hero as an infant in his nurse's 
arms watched from the beach while his father in a small boat met the 
fate described for the villain. He added that it would be the vague 
memory of that event which would make it possible for the hero to 
believe the villain’s story that something did happen concerning the 
water when he was an infant. 

In the outline of this plot there is a clear repetition of the ‘*birth 
of the hero’’ myth. Also, there is the appearance of a stronger erotic 
element in what is essentially an Oedipus fantasy and this is in strong 
contrast to former themes in which total destruction was stressed. 
The addition to the story of the hero’s vague memory of something 
that happened ‘‘concerning water’’ illustrates the patient's increased 
need to fill in explanatory details. 

The change in the patient's general grasp of reality may be illustrated 
by his changed attitude toward making plans. In the beginning, 
for instance, he expressed wild hopes of writing a scenario for the 
movies that would make him wealthy. Later, he still considered the 
possibility of writing a successful scenario, but his plans included some 
consideration of the intermediate steps necessary. Also, though he 
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recognized the fact that his work included much that was beyond sim- 
ple intellectualization, he began to make various changes that made 
his work easier and more efficient. For instance, he engaged an agent 
to market his productions. Analysis showed that he had avoided this 
previously for two main reasons: one was that he could not bear to 
give up the money for commissions, and the other (which was more 
important to him) was that to have an agent suggested too strongly 
a success that he could not bear. 

From the foregoing material it may be seen that the treatment was 
started as a modified analytic procedure; gradually, as the initial 
anxiety subsided the treatment was drawn more nearly into strictly 
psychoanalytic lines. 

In the beginning of the treatment the picture was disorganized and 
it was possible to see only the excess fantasy formation, bizarre be- 
havior and acute anxiety. As the transference became stronger the 
marked passivity came more into the foreground. There was a de- 
crease in anxiety as the passivity related to his father was interpreted 
in gradually increasing amounts and his general appearance then 
became much improved clinically. 

Analysis of the patient’s writing disclosed that this activity had been 
the principal means of sublimating a terrific hatred which was orig- 
inally directed toward the parents but which had extended to include 
the entire world and which threatened to engulf himself. But the 
efficiency of this method was becoming progressively less. With 
increasing insight into the origins and with the opportunities for 
‘working through"’ furnished by the analysis there appeared a great 
change in the patient as well as in the character of the work itself. 
The earlier, bizarre story patterns with emphasis on explosive, destruc- 
tive situations were replaced by more realistic situations, so recognized 
by him and by his editors. This change in the character of his writing 
together with the changes in his expression of plans for the future and 
his increased objectivity all combined to show an increased ability 
to grasp reality. 











THE RELATION OF CHILD ANALYSIS TO EDUCATION 


In THE Miiev or THE PsYCHOANALYTICALLY DirEecrED ScHOOL 
By Martin Grotjaun, M.D. 


It is important in understanding the influence of education on 
children to attempt to explain youthfulness in terms of genetic psy- 
chology. Some general features of youthfulness are at once dis- 
cernible. The child's behavior is without fixed direction or goal and 
his movements, thoughts, feelings, emotions, attention, and intention 
change quickly. Youthfulness finds its best and most significant 
expression in play which shows all features of typical youthful ac- 
tivity. Play is activity without useful purpose (and this may be the 
reason why every observer of the playing child is convinced of his 
innocence, as if all intentions were necessarily bad). To be youthful 
means to be unfinished and yet to have the ability to become finished. 
In other words, the capacity for being educated and developing a social 
adjustment is a characteristic feature of the young person. 

The definition of youthfulness is of major importance in psychology 
because no other science is so dependent on age. In physiology, for 
instance, age is a far less important consideration. Circulation of 
the blood, respiration, and digestion are always similar from beginning 
to end. Every age has its own psychological expression and its own 
psychopathological problems. We do not know whether or not the 
id changes with age and cultural influences. The fact that the id 
with its content, dynamics, and structure appears to be very similar 
in primitive natives of Australia and in very highly cultured human 
beings could be explained by the hypothesis that the id perhaps re- 
mains the same in all ages and cultures, and that the differences in the 
psychology of various ages are not to be found in the id but in the 
super-ego and ego formation. The child’s biological and social 
dependence on the external world, especially on his parents, finds its 
psychic expression in the immaturity and weakness of the child's ego 
and super-ego, and in the instability of his identifications and of his 
object relations. 

Psychoanalysis attempts to bring the unconscious material into the 
light of the conscious, to free the repression which caused the symptom 
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formation, to give new possibilities for gratification and sublimation 
of the instincts, to harmonize the relationship between the id, ego, 
and super-ego and thereby to regulate the relations between the person 
and the object world. Psychoanalysis of children has the same goal 
as that of adults, namely, to initiate a ‘‘new start.’" But as conditions 
in maladjusted children are different from those in neurotic adults, so 
must the methods and attitudes of the child analyst be changed. 

The prospect of success in child analysis would seem to be very 
favorable at first glance: the way back to the fixation is shorter, the 
repression not so strong, the instincts easier to handle, to gratify, and 
to sublimate. The child’s intelligence and active curiosity favor 
successful analysis and obviate some difficulties arising from the ‘‘feeble 
mentality of the average adult.'" The child's super-ego and ego are 
often so flexible that it is relatively easy to change them. 

The immaturity of the ego and super-ego formations and the de- 
pendence of the child upon his social situation, however, while 
favorable for education, at the same time constitute the greatest diffi- 
culty involved in psychoanalytic treatment of a child in the home 
because the analytic fight against the neurosis often becomes a fight 
against unfavorable influences from the child’s parents. There is 
probably seldom an exception to the rule that the neurotic child has 
neurotic parents. It is these parents who have brought about the 
excessive instinct repression in their child and who are thus responsible 
for the fixation and the neurosis. If psychoanalysis is carried on with 
the child living at home they must see the gradually developing effects 
of the analysis, the freeing of the instincts which occurs before sub- 
limation and reaction formation can start. They must be able to face 
the possibility of increasing difficulties in their child for a certain 
period and if they are unable to endure the ordeal they may terminate 
the analysis. The sudden interruption of analysis is a severe trauma 
to the child, the consequences of which are difficult to overcome 
The first relief afforded by the psychoanalysis is damaged by the 
parents, and the child's newly-gained freedom is again denied. He is 
forced into new and more severe defense formations against the rising 
instinct danger and he responds with increased fear and new neurotic 
symptom formation. Such a child therefore becomes worse than 
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before analysis and can never regain confidence in the analyst after 
such an experience. This result occurs so often and is so disastrous 
that it should be forestalled by taking the child away from the par- 
ents temporarily and placing him in an analytic milieu, such as a psy- 
choanalytically directed school, in which situation only can he be rela- 
tively independent of the parents’ neurosis. Only a few exceptions 
to this rule are justified, according to Anna Freud in one of the best 
papers on child analysis. Her conclusions are: ‘‘Child analysis 
belongs above all in the analytic milieu and must provisionally be 
limited to the children of analysts, of analyzed patients or parents who 
contribute to analysis a certain trust and respect.’ By analytic milieu 
we understand a milieu which is ruled by the practical application of 
psychoanalysis. For instance, we would call a school for children 
with behavior problems a psychoanalytic milieu if the educators are 
psychoanalysts or if they are analytically trained and if all persons 
connected with the school use analytic knowledge in order to analyze 
and educate the children. 

The difficulties in child psychoanalysis are not only those encoun- 
tered with the parents but also certain characteristics of the child's 
personality which can not be managed by orthodox psychoanalytic 
treatment. A difficulty encountered, especially in the beginning of 
psychoanalysis, lies in the child’s lack of insight into his illness. 
Even if the child is depressed he does not know much about it and his 
neurotic symptoms and severe maladjustment are often not consciously 
perceived by him. The only knowledge and experience about which 
the child may become anxious is the fact that the parents are not satis- 
fied with his behavior. A strong wish to overcome this symptom 
seldom occurs in children, but is often compensated for by the wish to 
please the parents. This may become the initial motive for coopera- 
tion in the psychoanalysis, but such desire may operate at first and 
then soon become inactive, especially if the child does please his 
parents by his early improvement. Then, unless the desire to please 
the analyst becomes an additional incentive the resistance is increased 
against further analysis. 

Also children are not able to associate freely and even the play 
method of Melanie Klein is far from being a substitute for free asso- 
ciation. It is true that the play analysis is not in contradiction to the 
psychoanalytictheory. But play is always an activity with something. 
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The child plays with an object and if the object will not play with him, 
then he will stop the play very soon, tired and annoyed. If Melanie 
Klein compares the play with free association then she should take 
into consideration two different ‘‘free associations’’—those of the 
child and those of the object. The playing child does not follow only 
his free association. He is not alone like a psychoanalytic patient on 
the couch. He is with the play object. The child’s behavior is 
partially directed and motivated by the nature and behavior of the 
play object. However the fundamental idea in play analysis is in 
accordance with psychoanalytic theory in that play is an expression 
of the child’s unconscious, very similar to the child's behavior in every 
childhood situation—for instance in the schoolroom, during meals, 
or in any of the activities in the community in which he lives. Play 
analysis is therefore not entirely distinct from the analytic observa- 
tions made by skilled observers throughout the day. In this sense we 
could speak of ‘‘all day analysis."’ All this should not be called 
‘‘psychoanalysis’’ however; the expression ‘‘observation in the psycho- 
analytic milieu’ is preferable. Such observations made during play 
and in the school situation should be given great significance in every 
attempt to penetrate the child's unconscious because it is the most 
outstanding characteristic of the child to prefer acting to thinking and 
speaking, and his behavior is his freest and most natural form of 
expression. 

Last and most important are the conditions of the transference. The 
object of the transference, that is, the object of the child’s love, is the 
living parents and not, as in adults, the introjected parent imago. 
Therefore, the analyst also has to live with the child and virtually 
become a parent. He must become active if he wishes to develop the 
transference situation and he must be more than just an interpreter 
of the unconscious. The child analyst may have the same strong and 
evident influence on the id, the instincts and their sublimation and 
gratification, as an introjected parent imago, and can thus manage the 
education and even the important fight against the parents and com- 
panion images. The analyst becomes the object of the child’s identifi- 
cation and here lies one reason why only the psychoanalyst is well 
trained enough for the many tasks which arise in this situation; only 
analytic knowledge of his own and of the child’s unconscious needs 
enables him to influence the further development of the child. Social 
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adjustment can be made by the child if he loves his analyst and if he 
learns to have no doubts about this love. The characteristic tendency 
of the child to react with fear and anxiety increases the need for 
reassurance. It is dangerous to try to turn to account for therapeutic 
purposes the child's doubts or fears about the analyst's love, because 
neurotic children are very ambivalent and quite easily disappointed. 
Furthermore, after their experiences with their neurotic parents the 
children are too easily encouraged in their masochistic propensities. 
Only if the transference becomes strong enough may the analyst use 
the withdrawal of his love as in any other form of education to facili- 
tate the adjustment to reality. It would be a mistake for the analyst 
to overlook the fact that he must also forbid certain gratification of the 
instincts. Education must always include the bringing under control 
of the instincts in order that the child may use them for adjustment to 
society. 

It will be noted that these obstacles to standard psychoanalytic 
technique of the child may be circumvented to some extent in an 
analytic milieu. But these special difficulties are not the only reasons 
which argue for treatment of the neurotic child in a psychoanalytic 
school. ‘‘Psychoanalytic direction’’ means that the teacher and the 
physician use psychoanalytic knowledge in order to get information 
about unconscious material and to attain the analytic goal. The dan- 
ger of unfavorable reactions during the analytic process is greatly 
diminished in the psychoanalytically directed school because there 
are no meurotic parents who insist on new repressions. Favorable 
transference conditions, opportunities for instinct gratification and 
for identifications with non-neurotic images, undisturbed development 
toward adjustment, the possibility of free action during play and life 
in the child’s community are better realized with the child residing 
in the analytic milieu of the school than in the home or in the some- 
what unreal situation of the psychoanalytic interview in the home 
or office. The analytic milieu has not only the best theoretical possi- 
bilities but it also shows the best practical results. 

I shall try to show by one example some of the possibilities that the 
analytic milieu offers for obtaining insight into the unconscious of 
children, for stimulation of expression of their unconscious needs and 
problems, and for analysis and education through utilizing incidents of 
the surrounding reality. These observations were made in the South- 
ard School which is associated with the Menninger Clinic. 
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The wife of one of the physicians connected with the school was 
pregnant. She was present at Christmas dinner, but none of the 
children seemed to observe anything unusual in her appearance and 
nobody mentioned the subject of pregnancy. Some days later a gift 
shower was given outside the school. It seemed wise to break the 
silence and tell the children the significance of such a party. All the 
children were very eager to listen and asked many questions. All of 
them betrayed their foreknowledge, portrayed the well-known “I 
told you so’’ face, and made it apparent that they had made their 
observations at the Christmas dinner. The next day they asked further 
questions about birth, labor, pain, and the probable sex of the baby. 

A week later the baby, a boy, was born and all of the group were 
very gay, happy, and busy. They called the baby ‘‘our baby’’ and 
everyone gave five cents for a present for him. One little boy who had 
just received word by mail of the birth of a little sister in his own home 
gave twenty-eight cents. They bought a bank, put their moncy in it, 
and gave it to the baby so that he might have a big time and go to 
movies when he was older. They insisted on visiting the mother and 
son in the hospital. Only two children objected: Delbert, who was 
too fearful to go because he was afraid of doctors, afraid they would 
operate on him and make a woman out of him, and Amy, the oldest 
child in the Southard School. She developed hysterical symptoms by 
identification with the doctor’s wife. She complained of nausea, 
had pain in the abdomen and askec to be taken care of during the 
night. She became jealous and depressed. 

The other children went to the hospital where they fulfilled their 
longing to see the baby and the mother and to observe all details of 
the hospital situation. They were very quiet, apparently touched. 
In the mother’s room they were silent, somewhat embarrassed, but 
later started a short and polite conversation. The picture then 
changed completely and the analyst had plenty of opportunity to see 
all kinds of reactions which were understandable, could be analyzed 
and could be used for the benefit of the personal problems of each one. 
Mark (a young adolescent) who was absorbed in an idealistic love 
affair did not wish to see any possible consequences of sexuality and 
suppressed the whole incident. Sarah asked whether it would not be 
better for the baby to sleep outdoors, saying the very cold weather 
would make the baby stronger. Another girl asked, ‘‘Why does the 
baby need two different instruments in order to urinate?’’ (She meant 
the penis and testes.) Ronald, a child handicapped by birth injury, 
played with soldiers that he killed in an army, the doctor’s army. 
While playing on the floor he picked up a doll, laid it on the couch 
beside a woman teacher and later put it in the teacher's lap saying it 
was her baby and calling it by the name of the doctor's baby. It was 
quite evident by his manner of holding and caring for the doll that he 
wanted to be the baby himself. 

The most violent reaction was shown by Charles aged 9 years. He 
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kicked at the doors and told the psychotherapist he believed his parents 
engaged in sexual play and exhibined themselves to each other nude in 
closed rooms, acts forbidden to him. A month before he had learned 
that a new sister had appeared in his family. He was very angry that 
his father should have another child besides him. He wanted to 
destroy his parents and the baby. After the hospital visit he asked 
many questions as to why babies were conceived and born. He had 
gotten the same information as the other children had. After some 
days he said he would like to stop up everything, especially his 
mother’s “‘bagockno”’ (anus), so that no baby could be born and he 
would be the only son. He seemed to grow distant toward the doctor 
and finally said that he would like to do something to make the doctor 
lose his job so that he couldn't support the baby, who would die and 
he could take his place. He had many phantasies of being given 
enemas, of helping the doctors give enemas to all girls and teachers of 
the School, this being his idea of ‘‘making a baby."’ Another phan- 
tasy of his was to jump in a girl, enter the anus and come out the 
mouth. He played by crawling into a small dark closet and closing 
the door, then asking to be taken out, only to repeat the play. At 
this time he happened upon a fur coat which belonged to one of the 


therapists. He petted and caressed it calling it “‘mummy."’ He was 
very happy and said, “I am inside of ‘mummy.’ Now I am going to 
be born."’ He repeated his own birth and later he made the statement 


that he now was born and he would henceforth enjoy his mother and 
life in general so that he could grow up and have a wife and children 
of his own. 


All of the above observations could be utilized by the child analyst 
to understand and deal with the individual problems and conflicts of 
each child. Many such situations in which significant observations 
can be made by trained child psychologists occur in a psychoanalyti- 
cally directed school milieu. Psychoanalysis has given very important 
gifts to education and one of them is the analytically trained educator. 
Analysis of a teacher means the education of the educator, because it 
helps to free him from tendencies to gratify his own unconscious needs 
in relation to children, an unfortunate influence which often causes 
such severe damage in nonpsychoanalytic education. 

Both the internal and external problems of children are quite differ- 
ent from those of the adult and therefore the analytic methods must 
be changed. I have tried to show that these necessary changes may 
be based on our psychoanalytic knowledge and carried out according 
to psychoanalytic theory. The task of the child analyst is not 
merely to analyze the individual child, but to analyze and organize 
the whole school milieu and each individual child's relation to it. 
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ORGANIC SUICIDE* 
By Kart A. Mennincer, M.D. 


The concatenation of self-destructive tendencies to bring about 
injuries to the body or to the character or to the career has been the 
subject of several previously published studies. These have all as- 
sumed, however, the modality of the striated musculature and the 
voluntary nervous system. Empirically, psychoanalysis and general 
medicine have both recognized the self-destructiveness implicit in 
organic disease but there has been no definite theoretical construction 
to relate this to other forms of self-destructiveness. Such an extension 
of his death instinct theory to organic disease has not been made 
definitely by Freud although Groddeck, Simmel, Jelliffe and others 
have done so. It would certainly seem but a short step, logically, 
from these generalized and tocalized self-destructions brought about 
through external devices, to those internally arising destructive proc- 
esses, general or focal, which constitute the substance of ordinary 
medical practice. If deep, unconscious purposes are found to lie back 
of the impulse to gouge out one’s eye or cut off one’s ear, may it not be 
possible that the same deep purposes sometimes find expression through 
physiological mechanisms in diseases which attack the eye or the ear? 
If, as we have seen, there appear to be, in many persons, strong impulses 
to starve or beat or deny themselves and to protract a living death, may 
we not suspect that in pulmonary tuberculosis, for example, we have 
more than a tubercle bacillus to blame, a bacillus notoriously wide- 
spread, notoriously weak, notoriously apt to thrive in individuals who 
give other evidences of inadequate life adjustment? We have seen how 
some people rush to get one organ after another removed surgically 
and how this compulsion to sacrifice an organ has self-destructive 
determinants which are quite unconscious, concealed by being os- 
tensibly self-preservative; is it not a justifiable inquiry to learn just 
when this focalized self-destructive impulse took form and began its 
work? For not all such operations are ‘“‘unnecessary’’ even from the 
physical and pathological standpoint; is it not conceivable that the 


* From a forthcoming book on self-destruction to be published by Harcourt, Brace & 
Company in August 1937. 
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surgical operation, as an elected sacrifice, may represent only a sudden 
acceleration or final step in a progressively developing self-destructive 
process which had been focused upon an organ? 

Such inquiries are apt to be met with staunch resistance and in- 
credulity, by both physicians and laymen. One reason for this, 
curiously enough, is theological. For many centuries the misbehavior 
of one’s organs has been regarded as a medical problem independent of 
the ‘‘will,’’ and hence immune from the orders of church and state. 
The functioning of one’s limbs, however, was another matter. The 
‘‘voluntary”’ nervous supply and the striated musculature of these parts 
of the body were the basis for excluding them from the immunity of 
science; hence the misbehavior of one’s liver and heart consigned one, 
automatically, to the doctors, whereas the misbehavior of one’s arms 
and legs put one at the mercy of the judges and priests (later, also the 
psychiatrists). It was only long afterward that the medical (scientific) 
attitude toward behavior wrested sone of the latter cases away from 
their human, all too human, wardens. Indeed, this is scarcely yet a 
matter of common knowledge; to recognize that crime is a completely 
logical, causally predetermined reaction to certain stimuli and certain 
capacities is still beyond the emotional comprehension of the average 
citizen. 

Nevertheless, the present trend is all in the direction of such a 
unity of concept. The traditional moralistic and legalistic methods 
of viewing behavior are being gradually replaced by the scientific 
methodology of psychiatry. To be sure, in the minds of many, psy- 
chiatry is still limited to the treatment of the psychotic. But working 
with these so-called ‘“‘insane,’’ the psychiatrists found them even 
more comprehensible and less enigmatic than the more conventional- 
ized subjects of general medical and social study. Psychiatry has 
even gone so far as to apply its methods and its theories to the tradi- 
tional subject matter of general medicine. We have only made a 
beginning but, based on a few practical results, an auspicious one. 

Because of the peculiar dichotomy of mind-and-matter, spirit-and- 
body, that dominated human thought through the Middle Ages, and 
which has—or seems to have—certain practical advantages, such 
pathological behavior as suicide is scarcely yet clearly recognized to be 
a medical problem. The attitude of the state and of the church toward 
suicide is much better defined than is the attitude of the medical pro- 
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fession. In a broad discussion of the ways in which self-destruction 
is accomplished, we cannot limit ourselves to the arms-legs methods; 
we must also consider other ways in which the same motives may be 
given expression, and these lead us directly into psychiatric and medi- 
cal fields. Each man has his own way of destroying himself; some 
are more expedient than others, some more consciously deliberate than 
others. Perhaps organic disease is one way.* 

Neurologically, it is possible.f We know that the deep insistent 
cravings of the personality which in neurological terms are designated 
“endogenous stimuli,’’ are transmitted in various ways to organs as 
well as to muscles. The transmission may be chemical or physical, 
i.e., by hormones or by nerve fibers. Neural transmissions may be by 
way of voluntary or involuntary systems, both of which contain 
stimulating and inhibiting fibers. It is theoretically possible, there- 
fore, that impulses arising from a trend toward or basic purpose of self- 
destruction might be conveyed through the autonomic nervous system 
and carried out through the non-striated musculature, as well as in the 
more familiar form of voluntary nervous system impulses sent to 
striated musculature. This, then, would result in the injury of an 
organ as postulated above. 

The exact nature of the injury which may result to an organ from 
such endogenous causes is the crux of the question of psychogenesis in 
somatic disease. It is generally recognized that paralysis, tremor, 
swelling, pain, atony, cramps, and other ‘‘functional’’ symptoms 
may appear in all parts of the body and be directly related to psycho- 
logical factors. Such symptoms are technically designated hysterical. 
But they are all regarded as reversible phenomena, i.e., they do not 
involve structural changes in the body. The injury of the organ, the 
‘*self-destruction,’’ is a functional or philosophical one. For example, 
all of us are familiar with hysterical blindness. The patient cannot 
see, although examination of his eye reveals no detectable structural 


* I supposed, erroneously, that the expression ‘organic suicide’’ in the sense of self- 
destruction via somatic disease was a creation of my own. I find that it has been used by 
several others, ¢.g., Hesnard and Laforgue (The Processes of Self-Punishment) remark, 
‘*. . . Ill people commit organic suicide,"’ and proceed to illustrate this with cases 
“from all branches of medicine in which it would seem that the organic affection is 
utilized for purposes of self-punishment."’ 

t See Stone, Leo: Concerning the Psychogenesis of Somatic Disease: Physiological 
and Neurological Correlations with the Psychological Theory. Int. J. Psychoanalysis 
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pathology. In such a case the sight is destroyed (usually temporarily) 
but not the eye; in a practical sense, however, this distinction is in- 
valid; gunpowder that is wet is destroyed even if none of its substance 
has been lost. Most physicians, however, think of such functional 
impairments as being entirely different from and unrelated to the 
structural pathology of ‘‘organic’’ disease. 

Three things, however, disturb our easy satisfaction with this 
assumption: 

1. These ‘‘hysterical’’ lesions sometimes become chronic and struc- 


turalized. 

2. Actual, visible tissue-destructive lesions can be and have been 
produced by suggestion, i.e., as the result of ideas alone. 

3. The same motives may be demonstrated to exist in both types of 
illness, hysterical and organic. Study of the personality often shows 
that the “‘organic’’ disease is only a part of the total personality disease 
and fits into a pattern which seems to have the definite purpose of 
destroying the self. It may even happen that a functional and an or- 
ganic disease may exist side by side, both serving the same need as it 
were, or that one may replace the other as the malignancy of the self- 
destructive impulse waxes or wanes. 

These three facts destroy the comfortable illusion of the separation 
of mind from matter which prevails in popular and medical thinking, 
whereby a doctor feels relieved of responsibility if a symptom can be 
shown to have psychological roots. He likes to think that the “‘self- 
preservative instinct’’ would not tolerate biological mayhem; that 
whatever the “‘crazy’’ mind of the patient might do, the “‘sane’’ body 
processes can be depended upon to be corrective, constructive, and 
defensive against malignant environmental and psychological forces. 
He likes to think that the patient comes to him for help when over- 
taken by fate, ill-fortune, bacteria or some other invader against which 
he is fighting single-heartedly in an effort to preserve his body intact. 
The doctor would like to shut his eyes to the fact that sometimes the 
foe with which the patient fights is not something outside of him but 
something inside, a part of himself, and that this part is willing enough 
to have the doctor assume the responsibility of the combat, and often 
does its best to oppose his efforts. Bacteria, bad food and sharp corners 
do exist and do inflict wounds, but it is often observable that such 
wounds are invited. 

The foregoing remarks might lead one to the inference that the 
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author is attempting to deny external reality in its contribution to 
human illness. This is not the case. My purpose is rather to call 
attention to the facility with which one may forget or neglect the 
unconscious purposes of the individual in one’s efforts to evaluate his 
disease. We know that often what appears to be an accident is a 
definite intention of the victim; it will be recalled that even such a 
non-psychoanalytic body as the National Safety Council wonders if 
there are really any ‘‘accidents.’" People e/ect misfortune—they elect 
misery—they elect punishment—they elect disease. Not a/ways, not 
all people, not all diseases; but this is a tendency to be dealt with and 
one which is not ordinarily considered by medical science and which 
masquerades under various plausible but incorrect or inadequate 
explanations. 

Take, for example, that well-known type of local, organic destruc- 
tion known asa boil. As physicians, we have been educated to think 
of disease in terms of physics and chemistry; hence, if a patient presents 
himself to us with a boil on the neck, we think of all sorts of things 
that we have learned from research and experience. We think of the 
bacterial flora, the mechanical complications, the blood sugar concen- 
tration; we think of the participation of chemical forces of immunity 
and resistance; we reflect upon the leucocytes, the antigens, the hydro- 
gen ion concentration of the blood; we consider the distention of the 
skin, the fever, the pain, and the best time and method for relieving it. 
But I venture to say that the feelings, or wishes, or disappointments of 
the person whose neck bears the boil would never enter our minds 
(as physicians) as a practical consideration. No one, I suppose, 
seriously believes (offhand) that there exists a ‘‘psychology of the 
boil,’’ or that emotional factors contribute to its existence. 

A concrete instance, however, shows that this may be possible. 
I was once consulted by an intelligent young married woman who was 
distressed at her inability to be gracious to her husband's numerous 
relatives. She had managed by dint of great effort to conceal her 
feelings from them, but apparently only by a process of turning all the 
hostility which they aroused in her back upon herself. Three years 
previously when her mother-in-law had come to visit her she had 
developed ‘‘an outbreak of frightful boils which resisted all treat- 
ment,’ but which disappeared immediately after her mother-in-law 
went home. Precisely the same thing occurred several times there- 
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after-—‘ ‘Whenever any of the family came to stay with us I promptly 
had a boil!’ Shortly before she consulted me, while preparing for a 
visit from her mother-in-law, she had developed (instead of boils?) a 
‘nervous breakdown,"’ accompanied by severe sciatica lasting two 
months and a half. 

What do these phenomena mean? One can ignore them or say they 
do not mean anything, but that is an evasion. One can say that we 
do not know what they mean, which is commendable scientific agnos- 
ticism, but does not preclude an attempt to see what they might mean. 
They could, of course, be explained as coincidences or as malingering, 
but these explanations appear the less probable in view of the relative 
frequency of the phenomenon. 

Could it be hysteria? This means, to translate from traditional 
nomenclature, that these were not ‘‘real’’ boils, that they were in some 
vague way unconsciously (not deliberately) produced and their size 
and painfulness exaggerated. The point is that they were still ‘‘boils,”’ 
still hurt, still served their purpose. What is gained by calling them 
‘hysterical?’ 

In a study of self-mutilation* and other unmistakably self-imposed 
injuries (bear in mind that these also are often inflicted upon the skin), 
we discovered that quite regularly the unconscious motives for such 
attacks upon the self depend upon (1) impulses relating to the expres- 
sion of (otherwise) inexpressible resentment or hostility toward 
someone or something in the environment, (2) impulses relating to the 
punishing of the self in response to the sense of guilt which such 
hostility engenders and (3) the erotic capitalization of the suffering in 
a masochistic way. In addition, of course, there are the obvious 
conscious motives of secondary gain. 

Now it is entirely possible to carry over this explanation, hypo- 
thetically, to the case of boils just cited. It would seem entirely 
plausible to suspect that this woman's hostile emotions, the origin 
of which was quite understandable, could not be expressed to the point 
of complete satisfaction by deed or word of mouth so that they must be 
held back and reflected upon herself, only to appear via some unknown 
physiological mechanisms in an organic expression. As in other cases 
studied, this served the triple purpose mentioned. It expressed her 


* See Menninger, Karl A.: A Psychoanalytic Study of the Significance of Self-mutila- 
tions. Psychoanalyt. Quart. 4:408-466, July 1935. 
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hatred, vividly; it punished this very conscientious woman for ex- 
hibiting the hostility of which she was so ashamed, and it supplied a 
justification for a self-concern not otherwise permitted to her. Finally, 
it appears to have served the external and secondary purpose of dis- 
couraging the coming of the people she so dreaded to see, and thus 
served her usefully in spite of its disagreeableness. 

This, it seems to me, is a more “‘truthful’’ interpretation of the 
boils—causally and therapeutically—than the analysis of the varieties 
of a staphylococci involved in the infection, although the one need not 
exclude the other. I am not insisting on or even proposing psycho- 
genesis. I am saying that the self-destructive and self-preservative 
tendencies appear to carry on a continuous battle in the unconscious, 
and this battle is reflected in the psychological experiences and sensa- 
tions as well as in the organic processes, the physical and chemical 
interactions which we know somewhat more about. I do not assert 
that there is any constant primacy of the psychological processes; I 
only propose that they afford us opportunity to discover and interpret 
in words a certain unity of purpose in the physical, chemical, emo- 
tional, and behavior manifestations of the personality—perhaps, 
indeed, as Freud suggested, in all biological phenomena. 

It would appear that these unconscious self-destructive tendencies 
at one time are manifested through conscious volitional expression and 
at other times through unconscious attacks on the internal organs or 
some part of the body. Sometimes there is a joint expression of both. 
It is only occasionally and with difficulty that we are able to show the 
relationship between these. Practically, in the majority of cases, it 
probably does not matter but theoretically this remains the task and the 
opportunity of psychoanalysis, viz., to identify and relate specifically 
the emotional factors contributing to somatic disease. It may be that the 
future textbook of medicine will consist of a systematic inquiry into 
the relative importance of the external, environmental factors and the 
internal, emotional factors responsible for the incidence of every 
physical disease. This will only be possible as a result of continued 
cooperative researches by internists and psychiatrists which are be- 
coming increasingly numerous. Whether or not they will verify the 
hypothesis of so-called organic disease representing in motive as well 
as in fact a form of self-destruction, such studies cannot fail to promote 
a more comprehensive conception of the human being as a product of 
physical, chemical, psychological, and social forces. 
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BOOK REVIEWS 


Disease and Destiny. By Rate H. Major, M.D. Price $3.50. Pp. 

338. New York: Appleton-Century Co., 1936. 

Our neighbor and colleague presents, in popular style, an account 
of the social, political and historical consequences of certain diseases 
plague, typhus, tuberculosis, small pox, dyphtheria, malaria, leprosy, 
yellow fever, hemophilia and syphilis, a chapter toeach. The style is 
charming and the many evidences of erudition are gracefully inter- 
polated. Such a book as this does much to enhance not only the 
prestige of medical science but the self-respect of the individual 
physician who, toiling away in the ranks, may easily lose his per- 
spective with regard to the grand achievements of the profession to 
which he belongs. (CK. A. M.) 


A Preface to Nervous Disease. By Srantey Coss, M.D. Price $2.50. 

Pp. 173. Baltimore: William Wood & Co., 1936. 

The excellence of this book lies in its well organized yet brief 
correlation of the anatomy, physiology and pathology of the nervous 
system as they apply to neurology and psychiatry. In regard to 
psychiatry relatively little is said and the value of the book is far 
greater in giving an adequate orientation to neurology. (N. R.) 


‘Research in Dementia Praecox.’’ By Notan D. C. Lewis, M.D. 
Pp. 320. The National Committee for Mental Hygiene, New York, 1936. 
Besides being a comprehensive delineation of what research is being 

conducted in dementia praecox from every conceivable scientific 

approach, thus picturing the structure on which any future work will 
be based, this book evaluates the accomplishments in each field of 
research and outlines plans for their continuation. It is ably written, 
extremely well documented and can be of great value to everyone 
interested in dementia praecox. (N. R.) 


The Intellectual Functions of the Frontal Lobes. By Ricnarp M. Bricx- 
ner, B.S., M.D. Price, $3.50. Pp. 354. New York: Macmillan, 


1936. 

this detailed study of a case of meningioma of both frontal lobes 
successfully removed at operation, by far the most thorough investiga- 
tion of its type, clearly shows that the intellectual impairment resulting 
from loss of the frontal lobes is chiefly in the form of a quantitative 
change in the direction of incompleteness of mental processes. 
Changes in the emotional life of the patient are noted and interpreted 
as a loss of capacity for normal inhibition but are not extensively 


dealt with. (N. R.) 
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PUBLICATIONS BY MEMBERS OF THE STAFF 


Cuipester, L. and Mennincer, K. A. ‘“‘The Application of Psy- 
choanalytic Methods to the Study of Mental Retardation."’ Am. J. 
of Orthopsychiatry, 6:616. October, 1936. 

A case is reported of a boy who on admission to the Southard School 
scored an I1.Q. of 62. After four years of psychoanalytic therapy his 
intelligence quotient rose to 90. This case illustrates that intellectual 
development may be dependent upon emotional factors. 


Ropacx, H. N. and SHerman, J. N. ‘‘Brain Abscess."’ J. Kansas 
Medical Society, 37:492. December, 1936. 
This is a clinico-pathologic resume of the subject of brain abscess 
with a pathological report of a case of multiple large abscesses in a 
13-year-old boy involving a large portion of one cerebral hemisphere. 


Brau, A., Remer, N. and Benper, M. B. ‘Extra Pyramidal Syn- 
drome, an Encephalographic Picture of Progressive Internal Hydro- 
cephalus in Chronic Hypoglycemia."’ Annals of Internal Medicine, 
10:910. December, 1936. 

A case of chronic hypoglycemia is described in which the Parkin- 
sonian syndrome was present. Encephalography revealed progressive 
internal hydrocephalus. The authors discuss the coexistence of 
manifestations of disease of the periventricular nuclei and the constant 
hypoglycemic state. 


Remwer, Norman ‘“The Primate Colon."’ Proceedings of the Zoological 

Society of London, Part2. P. 433. 1936. 

This is a study of the comparative anatomy of the colon in all 
known primates, its vascular supply, mesenteries and appendages, 
which shows that the process of suvesiaiamiesl differentiation is 
centered in the proximal part of the colon. The colon of the anthro- 
poid ape is indistinguishable from that of man. 


Remper, Norman ‘‘Self-Mutilation in Paranoia.’" J. Kansas Medical 

Society, 37:133-136. April, 1936. 

This paper is a clinical case presentation of an individual with 
paranoia in whom there were many evidences of self-mutilation and 
self-privation. These behavior patterns were shown to be self-punitive 
measures which were erotized. The symptoms were greatly alleviated 
by specific individualized hospital treatment. 
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